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An Addtess. 


HOSPITAL POLICY IN WESTERN AUSTRALIA. 


By Donatp Smirn, M.B., Ch.M. (Sydney), 


_ Retiring President of the Western Australian Branch 
of the British Medical Association. 


Prior to our last annual general meeting one year 
ago, this Branch had never officially stated its policy 
in regard to hospital administration. Up to that 
time the only expression of opinion that had been 
uttered was that hospitals were being increasingly 
abused. Dr. V. Hurley, the retiring President of 
the Victorian Branch, set out very fully the prob- 
lems associated with hospital finance, and produced 
figures showing that hospitals were being trans- 
formed into public utilities, with endless inroads 


1 Delivered at the meeting of the Western Australian 
Branch of the > British 3 Dfedteal Association on March 19, 1933. 


into the charity of the medical profession. In com- 
mencing, in this State, a line of inquiry into hos- 
pital administration similar to that inaugurated 
in Victoria, a special subcommittee was formed, aud 
as a starting point the broad principles laid down 
by Dr. Brackenbury were enunciated in a resolution, 
which was passed by the last annual meeting, as 
follows: 

That the British Medical Association (Western 
Australian Branch) adheres to the principle 
enunciated by Dr. Brackenbury that any insurance 
service scheme, compulsory or voluntary, should 
adjust its premiums to cover the cost of the 
benefits to be received. It will object, actively if 
necessary, to organizers of such benefits making 
their schemes solvent by exploiting the altruism 
and charity of the medical profession. This 
attitude to community schemes in no way affects 
the ample opportunities for the exercise of 
— by the individual doctor to the individual 
patient. 


A printed circular embodying this resolution was 
forwarded to every member of the Branch through- 
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out the State who had not been in attendance at the 
meeting, and with the exception of about forty 
members who failed to reply, all the members were 
unanimously in favour of the principle contained 
in the resolution. 

It was thus decided that the charitable inclina- 
tions with which the medical profession are tradi- 
tionally associated must not be exploited to main- 
tain the solvency of any medical treatment scheme. 
The subcommittee then presented to a further 
general meeting récommendations regarding hos- 
pital administration, embodied in resolutions which 
were passed, as follows : 


1. This meeting confirms the principle that the 
profession be adequately represented on the board 
of management of all hospitals not under private 
control. 

2. This meeting opposes the increasing tendency 
towards lay control of hospital medical staffs. 

3. This Branch of the British Medical Associa- 
tion reaffirms the principle of treatment of the 
indigent sick only in public hospitals manner by 
an honorary medical staff. 

4. That accident cases; the surgical fees for 
which are covered by insurance, are financial to 
the extent of the sum of such services and are 
therefore ineligible for admittance and treatment 
at public hospitals manned by an honorary medical 


5. That no negotiations between the controlling 
body or bodies of such institutions and this Branch 
of the British Medical Association for the accep- 
tance and treatment of these or any financial cases 
be finalized, unless as part of a general scheme in 
which shall be incorporated the right of free 
choice of medical attendant by the patient, 
together with its corollary, the right of any duly 
qualified and registered medical practitioner to 
attend such a hospital and treat any such patient 
when requested by him to do so. 

6. That this meeting therefore considers it 
desirable that community hospitals be established. 

7. That this meeting is opposed to all contribu- 
tory schemes which make no provision for 
remuneration to medical men. 


These seven resolutions comprised broad prin- 
ciples which were acceptable to the medical profes- 
sion generally and indicated the conditions under 
which we, as a Branch, were prepared to cooperate 
in improving hospital administration, aiming at the 
establishment of a community hospital system. 

The committee then arranged to meet as a deputa- 
tion the Minister for Health in the presence of the 
Principal Medical Officer, the permanent Under- 
Secretary for Health, and representatives of the 

The deputation then stated its case on behalf of 
the medical profession as follows: 

1. General—The British Medical Association, which 
includes in its membership the vast majority of registered 


medical practitioners in this State, and which may thus 
be said to represent the widest medical opinion, has 


. 


hospital question. At a recent general meeting of the 
Western Australian Branch of our Association it was felt 
that the time had now arrived when our policy in regard 
to hospitals should be made known to the public and 
placed before the Government. 

2. Relationship Between Government and the Medical 
Profession.—Briefly this consists in one finding the funds 
and the other in supplying the special medical knowledge. 


A hospital consists of buildings and 2 and special 
instruments for investigating and treating its inmates. 
The cost of providing all these things is steadily increasing 
with advancing knowledge, and the responsibility for 
supplying the necessary fuhds is falling more and more 
on the Government and linking it more closely with 
medical service. The buildings and instruments so pro- 
vided require, however, a trained staff to use them, with- 
out whom a hospital is merely a hostel providing little 
more than board and lodging. The medical profession and, 
under its supervision, the nursing profession, provide the 
necessary trained staffs and so fulfil the special function 
for which hospitals exist. The British Medical Association 
feels, therefore, that a close understanding is highly desir- 
able between the government and our profession, if the 
public interest is to be best served and if the whole- 
hearted cooperation of medical staffs is to be available 
for the execution of any scheme for hospital service. 

3. British Medical Association Hospital Objectives.— 
These are two in number, namely: (a) A greater degree 
of efficiency in the treatment avaiiable to all sick or 
injured persons. The Association has always adopted the 
attitude that the same standard of efficiency in treatment 
be attempted, whether the person concerned is well pro- 
vided for and paying full fees or whether he is a pauper 
being treated for nothing. (b) The prevention of 
exploitation: Indigent persons are treated free of charge 
by members of the medical profession, who consider it a 
privilege to act in an honorary capacity to deserving 
cases. 
other hand, should be made to do so, and attempts to 
exploit the ‘hospitals provided for the poor, or the — 
of honorary medical staffs attached to them, should be 
strongly dealt with. 

4. British Medical Association Hospital Policy.— The 
seven resolutions referred to above were presented to the 
Minister for Health at this point, as was also a general 
resolution of the principle enunciated by Dr. Brackenbury 
against exploitation of the medical charity. 


5. Recom: by the Subcommittee—That all hos- 


mendations 
pitals throughout the State should be converted to operate 
on the community system, as follows: 
All persons are eligible for admission to any hospital. 
The hospital authority will classify them into four cate- 
gories, according to their financial circumstances: 


(a) The truly indigent who can pay nothing tor their 
treatment. 


(5) The poor who can pay something, but not much. 
(c) The intermediate class on small salary. 
(d) The private persons who are fully provided for. 

The first two categories are to be admitted to public 
wards. (a) pay nothing for their accommodation, (b) pay 
the minimum hospital charge. Both are attended free of 
charge by an honorary medical staff to be appointed by 
the hospital. (c), the intermediate cases, are to be 
admitted to small wards or rooms and pay reasonable rates 
for accommodation, and approximately half the 
usual medical fees. (d), the private cases, will occupy 
private rooms and pay ordinary fees to both hospital and 
medical attendants. 

The principle is thus enunciated that all classes of 
persons are to be admitted to all hospitals and pay, if they 
can afford te do so, both for their hospital accommodation 
— their medical 


Categories (a) and (b) are attended by the honorary 
medical staff of the hospital and have no power to choose 
their medical attendant. 

Categories (c) and (d), namely, intermediate and private 
patients, who pay fees for their medical attention, must be 
given the right of free choice of their medical attendant; 
thus any duly registered medical practitioner may follow 
these patients into the hospital and attend and treat them 
there if they so desire. 

It was explained that most of the difficulties of the 
present system disappear when the community system is 
adopted, and when patients pay for both hospital accom- 
modation medical treatment 
capacity. The following types of person can be dealt 


according to their financial 


according to their earning 
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with in hospitals under the new system without 
any of the difficulties that exist at present: members of 
the military forces, the police force, civil servants, rail- 
way and tramway men, persons .coming under the pro- 
visions of the Workers’ Compensation Act, members of 
crews taken from visiting ships, and persons in isolated 
districts where only one hospital exists. In regard to this 
last class the principle of community hospitals has already 
been tried with success in many of the country centres of 
this State. 

Another problem which is solved by the community 
system is the emergency admission of a patient after a 
street accident. This patient can be dealt with by any 
large hospital without delay and his financial classification 
can be attended to afterwards. Further, there is no sub- 
sequent need to move the patient, if financial, to a private 
hospital. 

The principle of community hospitals may be applied 
satisfactorily to maternity hospitals for the treatment of 
those mothers who may select institutional methods in 
preference to the smal] ‘private hospital or the private 
home. 

The community hospital offers cheap accommodation 
to the intermediate class of in-patient, who, on being 
ordered into hospital, feels that he has to provide a 
„second home“ for the time being, when the first one 
was already a financial burden. 

Note that the out-patient department remains on a 
purely charitable basis, as intermediate patients who only 
require ambulatory treatment are provided for elsewhere. 

Insurance schemes which assist the intermediate 
patient to meet the cost of his treatment, maintain his 
independence and self-respect, and are undoubtedly 
preferable to any form of medical dole. 

6. Finance—The community system increases hospitals 
revenue because private rooms contribute something 
towards public wards upkeep, and the hospital then 
requires less financial assistance. Subsidies, which are at 
present inadequate for ordinary maintenance in public 
hospitals run as purely charitable institutions, are thus 
liberated to an increasing extent for capital expenditure 
and enlargement of hospitals and payments into sinking 
funds and the like. The Government’s liability for hospital 
upkeep is lessened and funds become available for hospital 
enlargement and equipment. The original loan for the 
first outlay of capital and building of a new community 
hospital should be slowly wiped off by sinking funds spread 
over at least three generations, so that all enjoying the 
benefits of the institution should repay something of a 
debt incurred in its establishment. In Perth such a loan 
will be necessary to found a new community hospital 
as soon as can be arranged. 

The present Perth Hospital cannot be suitably enlarged, 
but can be converted into the community type when the 
surplus accommodation necessary is found in a new com- 
munity hospital elsewhere. The site of the new hospital 
should be convenient to the University, as the probable 
site of a teaching schoo] in medicine at some future date. 

7. The Hospital Commission.—As the final object of this 
deputation we wish to request the constitution of a body 
to be known as “The Hospital Commission”. This body is 
to control and coordinate the whole change-over to the 
community system of all hospitals in the State. It is to 
be so constituted that it is non-political and non-sectarian; 
it should contain both adequate Government representa- 
tion and adequate medical representation without being 
under the entire control of either. This deputation desires 
that the Minister give consideration to the personnel that 
should constitute most suitably such a hospital commis- 
sion, and suggests a commission of three persons, namely, 
a whole-time lay commissioner, a part-time medical member 
(representative of the British Medical Association), and 
a part-time lady member. 


These statements made by the deputation received 
ample publicity in both the morning and evening 
newspapers, and no unfavourable comment what- 
ever was forthcoming from the public or the Press. 
The community system is apparently regarded as 
equitable td. all parties concerned. 


\ 


The Minister was most sympathetic in his attitude 
towards our profession and our recommendations, 
and promised to proceed further with the considera- 
tion of the personnel of a hospital commission, and 
the deputation stands adjourned until after the 
elections. We hope, next year, to continue the 
good work and make the appointment of this com- 
mission an accomplished. fact. 


— » . — 


CHRONIC HOARSENESS: ITS CLINICAL 
SIGNIFICANCE, DIAGNOSIS AND 
TREATMENT. 


By Hersert TIxx, B.S. (London), F.R.C.S, (England), 
Consulting Surgeon for Diseases of the Ear, Nose 
and Throat, University College Hospital, 


To my Australian colleagues who have conspired 
to invite me to contribute an article to their medical 
journal, and to those who may pay me the compli- 
ment of reading it, I desire to state how sincerely I 
appreciate the honour they have conferred’ upon me. 


If I were to take a text on which to base the title 
of the subject chosen, it would be the statement of 
Saint Paul: “Whether one member suffer, all other 
members suffer with it.“ Those words might well 
be framed and placed on the consulting room table 
of every practitioner of medicine as a warning not 
to treat a symptom before attempting. to find, its 
cause. To neglect the significance. of the apostle’s | 
words will rob us of much joy and righteous pride 
in our profession, while this will quickly degenerate. 
into a soul-destroying and “penny in the slot 
business”. 

I have chosen “chronic hoarseness” because, in an 
experience of more than thirty years, it ‘is pre- 
eminently a symptom the clinical significance of 
which is frequently overlooked, and often with 
tragic consequences to the patient, for example, 
when it is the first and possibly for many months 
the only symptom of cancer of the vocal cord—a 
disease which would probably be cured if efficiently 
treated in its earliest stages. Or again, hoarseness 
or some alteration in the normal voice may be the 
only early symptom of an aortic aneurysm which, 
by its presence on the left recurrent laryngeal nerve, 
causes abductor paresis of the corresponding vocal 
cord. 


As an instance of a more generalized factor rather 
than such localized causes as have just been men- 
tioned, the following is an example which came to 
my notice only a fortnight ago. 


On April 4, a female, aged sixty-four, was sent to me by 
a well known neurologist for “chronic hoarseness”, which 
was thought to be due to strain of the voice while nursing 
a very deaf husband. Both cords were seen to be thickened 
and of a dusky red colour. I elicited that she kept a glass 
of water by her bedside because the throat was often “dry 
at night” and that sometimes she had to “pass water” 
during her sleeping hours. Examination of the urine 
showed it to be loaded with sugar, and the acetone reaction 
was easily demonstrated. Previous to this her larynx had 
not been examined, nor had the urine been tested. 
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A similar condition of the vocal cords associated 
with “gruffness” of the voice is not uncommon in 
the different types of chronie nephritis. 

Furthermore, in many cases of early pulmonary 
tuberculosis, hoarseness may be the only obvious 
symptom of which the patient complains. In such 
circumstances you may, by cross-questioning him, 
elicit that he is more easily tired than formerly, or 
that he had “a little cough, but not much”. If it 
then be found that the pulse is too frequent or that 
the temperature, when taken at 7.30 to 8 o’clock 
every evening for a week registers 37-2° to 37.8 C. 
(99° to 100° F.), a further investigation of the 
lungs, sputum et cetera, will often establish the 
presence of a primary tuberculous lesion in one or 
both lungs. 

From the cradle to the grave, some alteration 
in the natural voice of the patient will be the 
symptom for which the medical attendant may be 
consulted. For this reason I propose to survey 
briefly the commoner conditions which may affect 
phonation from infancy to old age. 

The wide range of the subject must be my excuse 
for saying little as to differential diagnosis, prog- 
nosis and treatment of the various causes of hoarse- 
ness, nor is there need to do more, because such 
information can readily be obtained from any of 
the standard works on laryngology. 


Congenital Syphilis. 
The hoarse ery of a new-born child or the super- 
vention of that symptom in the course of a few 


weeks after birth should arouse suspicion of 


inherited syphilis. We seek to confirm it by observ- 
ing the wizened look and the earthy brown coloura- 
tion around the eyes, nose and mouth, the presence 
of “snuffies”, nasal obstruction, and muco-purulent 
discharge from the nostrils, eruptions on the but- 
tocks or on the soles of the feet, and possibly 
mucous tubercles around the anus. The result of 
the blood test will be “negative” or only slightly 
positive. 
Treatment. 

Mercury in some shape or form will be called 
for at once, both for mother and infant, and for the 
latter inunction is a favourite method. It may be 
applied by smearing one to two grammes (15 to 30 
grains) of mercurial ointment on a flannel belly- 
band and, at the same time, given internally as 
pulvis hydrargyri cum creta in small but increasing 
doses until toleration is reached. But of almost 
equal importance and possibly of greater difficulty 
will be the nutrition of the usually ill-conditioned 
infant of very low resisting! powers. 

The nasal obstruction. will. frequently prevent 
nursing at the breast, but sometimes this may be 
overcome by injecting into each nasal cavity, before 
feeding time, two or three drops of a 1% solution 
of cocaine in olive wil. This will bring about tem- 
porary contraction the nasal mucosa and permit 
of normal breathing. 


It may be well to emphasize the low resisting. 


power of these little patients, and the need for 


keeping them warm, because of the poor fight they 
make against even the mildest forms of bronchial : 
or pulmonary infection. ; 


Laryngeal Papillomata. 

Laryngeal papillomata may be single or multiple 
and produce cough, hoarseness, and laryngeal 
obstruction if the growths be large or numerous: 
The last symptom may bring about such a severe 
degree of stridor as to necessitate a tracheotomy. 
I have seen such a case diagnosed and treated as 
laryngeal diphtheria, and this should be kept in 
mind when a little child is rushed into the hospital 
with cyanosis and stridor as the most obvious 
symptoms. 

Some twenty-five years ago we had such a case in 
University College Hospital—a little boy, aged about four. 
When asked to see this recently tracheotomized patient, 
I noticed that his general condition was so good that my 
suspicion was aroused that a mistake in diagnosis might 
have been made. This proved to be the case when direct 
laryngoscopy revealed the larynx filled with papillomata. 
On many subsequent occasions these were removed until 
they finally ceased to recur. 

Therefore, when one is called to a child suffering 
from stridor, with a preceding history of cough and 
hoarseness and there are no symptoms indicative of 
a general toxemia, one should bear in mind the 
possibility of laryngeal papillomata. Incidentally, 
it must also be remembered that an unsuspected 
foreign body may be the cause of trouble, for I have 
seen part of a needle removed from the larynx of 
a boy where it lay dormant for five years before 
it gave rise to hoarseness and stridor. 


Treatment. 

Laryngeal papillomata should be removed with 
forceps and by the direct endoscopic method. No 
other method is worth consideration. Radium has 
been used with success, but its accurate application 
in the larynx is difficult and is not without the 
danger of causing perichondritis of the delicate 
cartilaginous structures. 

However succesfully the papillomata may be 
removed, there is always a likelihood of recurrence. 
It will be wise to warn the child’s parents of such 
a possibility, but they can equally be assured that 
eventually the growths will not return. Probably, 
like warts in other regions, they are locally infec- 
tive and only disappear when some degree of 
immunization has taken place. 


“Breaking of the Voice” at Puberty. ; 

At this phase of a boy’s life there are often con- 
gestive changes in the nose as well as in larynx, 
which in the latter organ causes a certain amount 
of “gruffness” almost amounting to “hoarseness”. 
Such conditions are physiological and time will 
quickly cure them. If I ask nothing more from 
my readers, it is to remember this statemert, both 
for the sake of their patients and for the fair name 
of our specialty. Over and over again have I been 
consulted in cases in which the parents of young 
boys of fourteen to fifteen years of age have been 


advised to have the lad’s harmless tonsils enucleated © 
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or congested turbinals cauterized or even removed. 
We may well exclaim: “Oh, Surgery, what deeds 
are done in thy name!” 


Functional Aphonia. 

Functional aphonia is a very common type of loss 
of phonation, rather than hoarseness, in the female 
sex from puberty to the menopause, and it is due 
to paresis of the adductor muscles of the cords. If 
the larynx be examined in the mirror it will be 
noticed that on attempted phonation the cords fail 
to approximate closely and an elliptical glottic aper- 
ture results. The inexperienced laryngologist may 
be put off his guard because sometimes the symptom 
occurs in apparently healthy young women. In 
other instances the aphonia will follow a slight 
attack of tonsillitis or laryngitis, prolonged illness, 
or as an immediate sequence of a sudden physical 
or mental shock. 

During the Great War functional aphonia was 
very common in soldiers who had been exposed to 

severe shelling or were temporarily buried as a 
result of an exploding mine; otherwise it is uncom- 
mon to meet the symptom in the male sex. The 
diagnosis is usually easy, because if the patient be 
asked to cough, the sound is produced in normal 
fashion, that is, the adductors, for the moment, 
come into normal and close apposition. 


Treatment. 

Functional aphonia can nearly always be cured 
by some powerful “suggestion” or even by an 
unexpected mental or physical shock. Medicines or 
pastilles are hopeless modes of treatment. For sug- 
gestion to succeed, it must be made with the greatest 
assurance, and such phrases as “ I think this will 
help you” implies to the patient a certain lack of 
confidence on the part of her doctor, and failure 
to restore the voice will probably result. 

In our out-patient department the usual method 
is as follows, and it very rarely fails. Having sent 
the mother or other friend out of the room, we say 
to the patient that a little muscle in the voice-box 
is weak and we are going to apply something which 
will restore it at once. The end of a laryngeal probe 
is then tipped with wool and moistened with 
Mandl's pigment and, guided by the mirror, is 
passed through the glottis and held there for a 
moment. On withdrawal, the patient is asked to 
swallow some water and is now told that, as the 
voice has returned, she must follow you in counting 
aloud from one to six. As a rule, that can be done, 
and not infrequently her joy (or disappointment) 
is demonstrated by a few tears and all is well. 
I hope my readers will not be so unchivalrous as to 
remember Hamlet’s observataion, “Frailty, thy 
name is woman“. 

Should this method not succeed, we examine the 
larynx again and state with assurance that some 
weakness still remains, but an “electric spark” will 
cure it. The application of a strong faradic current 
between \,the intralaryngeal electrode and the 
external terminal over the larynx will very e 
fail to produce the desired effect. 


laryngologist. 


Finally, you should prescribe the patient a tonic 
eontaining strychnine, “in order to prevent the 
trouble ever recurring again”. It is weil to 
remember that the lay public have an abysmal belief 
in drugs, and in these functional cases no such 
element of suggestion should be omitted. The pro- 
cedure I have outlined illustrates the value of some 
slight physical shock, but a sudden mental dis- 
turbance is often equally efficient; for example, a 
soldier in a Scottish regiment was “on leave” and 
suffering from functional aphonia, but immediately 
regained his voice when, at a ticket office, he found 
his change was short by twopence! 

Vascular Fibroma of the Vocal Cord. 

Vascular fibroma, a small, purple-red, sessile or 
pedunculated, benign tumour, grows from near the 
edge of a vocal cord at the junction of its anterior 
and middle thirds. In my experience it is most 
frequent in,males from thirty to fifty years of age. 
The growth may vary in size from a hemp seed to 
a large green pea and causes various degrees of 
interference with the normal voice. When effec- 
tually removed by forceps, it does not recur if the 
patient can be induced to whisper only for at least 
a week after the operation. 


“Teachers’ Nodes” or “Singers’ Nodules”. 


“Teachers’ nodes” or “singers’ nodules” are very 
small, discrete, whitish projections from the edges 
of the cords at the junction of their anterior and 
middle thirds. They are probably caused by the 
friction of the cords at these nodal points when the 
voice is used for long periods of time at too high 
a pitch. They are far more common in the female 
than in the male teachers of our council schools. 
Incidentally, they involve considerable cost to the 
ratepayers because of the long period of rest which 
treatment involves and the necessity for the 
provision of a paid substitute. 

Teachers or singers suffering from such nodules 
find that the voice quickly tires and its further use 
induces pain in the larynx and complete hoarseness. 
I have seen a few cases in quite young choir boys. 


Treatment. 

The only satisfactory method is prolonged vocal 
rest, followed by a course of training given by an 
expert in voice production. In very advanced cases, 
that is, where the nodules are larger than usual, 
the application to them of a fine galvano-cautery 
point may hasten the cure. This is.a very delicate 
operation and should be performed only by a skilled 


Chronic Laryngitis. 

Chronic laryngitis is an affection of both vocal 
cords and is more frequently seen when adult life 
is reached. In a typical case the laryngeal mirror 
will show that the pearly white üpper surfaces of 
the vocal cords have been transformed into dull 
reddish bands with rounded borders and in parts 
covered with dark inspissated mucus. The inter- 
arytenoid fold and ventricular bands often share 
in th general congestion of the laryngeal mueosa: 
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Chronic laryngitis is almost always the result of 
one or more unhealthy conditions outside the larynx 
itself. Perhaps it would be true to say that the 
large majority of cases result from the spread of 
catarrhal conditions affecting the nasal and naso- 
pharyngeal cavities, and the more so when septic 
foci are present in those regions, for example, in 
the nasal accessory sinuses or in the remains of 
old adenoids. Similar factors may exist in the teeth 
and tonsils and unclean dentures. It is a matter of 
surprise and disgust to find how many people retain 
them during sleep and consequently provide a 
perfect incubating chamber for all kinds of septic 
organisms. 

Such influences will be exaggerated if the 
patient has to work in dusty or badly ventilated 
surroundings, and particularly so if his occupation 
entails excessive use of the voice, or if there be 
undue indulgence in tobacco and alcohol. 

With regard to the latter, patients nearly always 
minimize their addiction. The psalmist was right 
when he said “All men are liars”, and had he 
lived in these latter days and in so far as tobacco 
is concerned, he would have included women in 
his wrathful generalization. 

Finally, whatever local influences may be at work, 
their action will be promoted by any coexisting 
constitutional disease, for example, syphilis, gout, 
rheumatism, diabetes, albuminuria, arteriosclerosis 
et cetera, 


Treatment. 


Independently of the underlying cause of the 
chronic laryngitis, it should be insisted on as a 
first principle of treatment that functional rest be 
given to the vocal cords; without this every other 
method will be severely handicapped. — 

An endeavour should then be made to remove the 
local factors and to combat any of the more general 
conditions which have been mentioned. 

With regard to direct treatment of the larynx, 
local applications of solutions of nitrate of silver, 
from 0-3. to 1-2 grammes to 30 cubic centimetres 
(five to twenty grains to one ounce), are the best. 
Guided by the mirror, the beak of a laryngeal 
syringe should be passed nearly to the glottis, the 
patient told to say E“, and some five to ten drops 
immediately injected on to the adducted cords. This 
method is free from the discomfort which results 
from the insertion of a laryngeal brush or wool- 
coated probe. 

Space will not permit me, nor is this the occasion 
for describing some of the less common types of 
chronic laryngitis, such as “atrophic or laryngitis 
sicca”’, “pachydermia is”, et cetera. 


Syphilis of the Larynx. 

Syphilis of the larynx is usually seen as a tertiary 
manifestation and takes the form of a gummatous 
infiltration or of an ulcer due to its breaking down, 
a perichondritis, necrosis of bose or of g 
scars and adhesions. 


The infiltrating gumma is often a smooth, 
rounded, irregular and deep red swelling, which 
may be more or less localized to any part of the 
larynx or involve the regions around the glottis 
to such an extent as to cause some degree of stridor. 


In a typical gummatous ulcer the base is covered 


with a yellow slough surrounded by a well defined 


hyperemic border. 

Hoarseness will result if the vocal cords are infil- 
trated or ulceration has taken place, or if in any 
way their movement is hampered by surrounding 
lesions, for example, by involvement of the 


corresponding arytenoid. 


Treatment. 

Treatment will be on the general lines of treat- 
ment for tertiary syphilis. It must be remembered 
that when extensive infiltration or ulceration heals, 
some cicatrization will probably result and render 
the hoarseness more or less permanent. Of this 
possibility you must be careful to warn your 
patient. 


Tuberculous Laryngitis. 


As in syphilis, tuberculous lesions may affect any 
or every region of the larynx and hoarseness will 
result if the vocal cords be involved. 

Tuberculous laryngitis is always a complication 
of a primary lesion in the lung. If that be not true, 
I have yet to see an exception to this rule; but I 
grant that it has often been difficult to establish 
the presence of the pulmonary lesion by inspection, 
palpation, percussion and auscultation of the chest 
walls, or to detect tubercle bacilli in the lungs. 
Such difficulties are more common in patients past 
middle life, and in such instances a good radiogram 
will often be invaluable, 

Tuberculous lesions in the larynx may take the 
form of irregular congestion of the cords, infiltra- 
tion, ulceration or even necrosis of cartilage and, 
in rare instances, of a localized tuberculoma 
simulating a newgrowth. 

Between the early and advanced manifestations 
of tuberculous laryngitis the gradations are so 
manifold that it would be impossible to describe 
them all in this paper, so I will mention only a 
few common varieties of early infection which, with 
a little experience, one should be able to recognize: 
(a) a granular congestion of one vocal cord is 
especially suggestive of tubercle in a young and 
delicate patient who, in addition to hoarseness, 
complains of a “slight cough”, want of energy, and 
whose pulse rate, even when resting, is on the quick 
side; (b) a unilateral, superficial, irregular ulcera- 
tion on the anterior aspect of the inter-arytenoid 
fold; (e) a small, pale, shallow ulcer on the vocal 

or on the posterior third of the vocal cord ; 
(d) the latter, with slight pseudowdema of the cor- 
responding arytenoid; (e) in more advanced cases 
a pale, superficial and more generalized “mouse- 
nibbled” ulceration involving the ventricular bands, 
and one or both cords. 
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In still more extensive lesions the ulceration may 
spread to the epiglottis, while the glottic regions of 
the larynx become so involved in a large, pale, 
superficial, and irregular ulceration that it may be 
impossible to define the outlines of normal 
structures. - 

Treatment 


If the pulmonary and laryngeal lesions be in 
their early stages, it may be possible to cure them 
by sanatorium treatment, during which time 
absolute vocal rest is accorded to the larynx. In 
such circumstances no local treatment is called for 
so long as the laryngeal lesion shows signs of 
improvement. If it lags unduly while the lung con- 
ditions improve, galvano-puncture of the ulcer or 
infiltration will frequently stimulate the production 
of fibrosis and healing. 

Three years ago I saw in Copenhagen many 
patients with tuberculous laryngitis who had been 
cured by the “light treatment” and these were poor 
patients who followed their occupations between the 
general application of the rays from powerful 
mercury vapour lamps. As a general rule it may 
be said that the laryngeal lesion will improve in 
direct proportion to the healing of the primary 
focus in the lung. 


Cancer of the Larynx. 

Squamous-celled carcinoma is the most common 
form of malignant disease of the larynx. It has 
been found useful to divide it into two classes: 
(i) intrinsic cancer, when the growth starts from 
the vocal cords, the ventricles, the ventricular bands 
or the posterior interarytenoid boundary of the 
glottis; (ii) extrinsic cancer, which includes those 
growths which commence on the epiglottis, the 
aryepiglottic folds, the arytenoids, pyriform 
sinuses and the posterior or pharyngeal surface of 
the cricoid cartilage. It must be borne in mind that 
the intrinsic variety may extend to extrinsic regions 
and vice versa, and thus produce a “mixed” variety. 

I need only concern myself now with intrinsic 
cancer, because it is in this class that chronic 
hoarseness, gruffness or some alteration in the 
normal voice is the first and often for many months 
the only symptom of which the patient complains. 
The explanation of this is that the neoplasm is of 
slow growth. It is most frequently seen on the 
middle or the anterior half of the surface or edge 
of a vocal cord and tends to spread along its length, 
but sometimes and later on into the subglottic 
region or around the anterior commissure to involve 
the opposite cord. In rarer instances it may begin 
in the subglottic region and extend upwards to 
involve the edge and upper aspect of the vocal cord. 
In such cases we may speak of a “primary intrinsic 
subglottic cancer”. 

In the most common variety, situated on the 
middle or on the anterior half of the cord, hoarse- 
ness is, I repeat, the earliest symptom. In the mean- 
time the general health remains good and no com- 
plaint is made of pain, cough, or any difficulty in 
swallowing, so one must not let the absence of these 


symptoms put the laryngologist off his guard. It is 
only in the later stages that the voice is completely 
lost and, owing to the increasing size of the growth, 
dyspnea and stridor become prominent clinical 
symptoms. Not infrequently this stage is accom- 
panied by sharp stabbing pains referred from the 
larynx towards the ear. 

The appearances of an early cordal cancer as 
seen in the mirror vary considerably. Perhaps the 
most common is a greyish-white, circumscribed, 
lustreless, and nodular thickening which is some- 
times surrounded by a slight zone of congestion. 
In other instances there is merely an irregular 
thickening of the cord with a congested and 
granular surface dotted about with a few tiny white 
spots caused by epithelial proliferation. On rarer 
occasions the affected surface of the cord presents 
a whitish, shredded appearance. 


When one has noticed the appearance of the 
growth, the patient should be asked to say “E” in 
order to test the mobility of the cord. In the early 
stages of cancer its movement will not be affected, 
but when the muscular fibres become infiltrated 
there will be some degree of fixation or limitation 
in the movement of the cord. It is a valuable and 
significant sign when present, but under no con- 
sideration must its absence be regarded as excluding 
the diagnosis of cancer. To wait for its appearance 
in order to clinch the diagnosis would be unpardon- 
able, because delay may be robbing the patient of 
his best chance of a cure. 


Treatment. 

Intrinsic cancer of the larynx in its early stages 
is more amenable to treatment than any other form 
of malignant disease in the body. This is so because 
the lymphatics of the vocal cord and its immediate 
surroundings are sparsely developed and conse- 
quently metastases occur only in later stages, when 
the growth has spread beyond the cartilaginous 
confines of the larynx. 


The operation for the removal of a cordal cancer 
is known as laryngofissure, that is, the splitting of 
the larynx in the mid-line followed by a wide 
removal of the growth. Reliable statistics of opera- 
tion in early cases show an 85% absence of recur- 
rence after five years from the date of operation. 
It will be noticed that I do not use the word “cure”, 
because in my own practice I have seen local recur- 
rence in four patients seventeen, thirteen, fourteen 
and eleven years (respectively) after the primary 
operation. 

In order to avoid removal of the cord and to 
secure a more normal voice, radium has been 
employed during the past few years instead of 
laryngofissure. A window resection of the thyreoid 
cartilage is made, and on the exposed external sur- 
face of the perichondrium a palisade of radium 
needles is placed and left in position for five to 
eight days. In the successful cases which I have 
seen, it was almost impossible to detect any abnor- 
mality on the previously affected cord (vide D. 
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Harmer and N. Finzi, The Practitioner, January, 
1930). 

It should be obvious from what I have written 
on this subject that the successful treatment of 
laryngeal cancer depends almost entirely on early 
diagnosis, and so I would beg that it be remembered 
that when an adult patient complains of hoarseness 
or some obvious alteration of the normal speaking 
voice, he should not be allowed to rest until an 
expert examination of the larynx has been made. 


Paralysis of the Vocal Cords. 


Not infrequently chronic hoarseness is caused by 
paralysis of a vocal cord. If we call to mind the 
innervation of the muscles of the larynx, it will 
be remembered that with the exception of the crico- 
thyreoid and the depressors of the epiglottis, all 
the others are supplied by the recurrent laryngeal 
branches of the vagus nerves. On the left side this 
nerve has a long course before it turns beneath the 
arch of the aorta and courses upwards between 
the trachea and esophagus to its termination in the 
laryngeal muscles. Hence it runs the gauntlet of 
more evil possibilities than its shorter fellow on the 
right side, and consequently paralysis of the left 
cord is the more frequent. 

From these considerations it follows that any 
lesion which affects the central origin of the recur- 
rent nerves or of their fibres during their course 
until they reach the laryngeal muscles will cause 
paralysis of the corresponding vocal cord. 

Many years ago, by his clinical observations, and 
later on by experiments in conjunction with Victor 
Horsley, Felix Semon pointed out “that in all pro- 
gressive lesions of the centres and trunks of the 
motor laryngeal nerves, the abductors of the vocal 
cords succumbed much earlier than the adductors”. 
This is known as Semon’s law and it still holds 
good. 

As a consequence, in the early stages of a central 
or peripheral lesion of a recurrent laryngeal nerve, 
the paralysed cord will be motionless near the mid- 
line because of the unopposed action of the adductor 
muscles, and only later on and when these become 
affected will the cord pass into the cadaveric posi- 
tion in which the glottis is about half as wide as 
that seen in quiet respiration. 

This brief communication will not allow me to 
review the various lesions which may involve the 
intracranial origins of the recurrent laryngeal 
nerves, but I have seen cordal paralysis in progres- 
sive bulbar paralysis, basal pachymeningitis in the 
region of the jugular foramen, syringomyelia, dis- 
seminated cerebro-spinal sclerosis, and in tabes. 

Peripheral causes are more frequent than central 
because of the long course of the left recurrent 
nerve already referred to. 

In practice, if in a case of chronic datum we 
ean be sure that one vocal cord is paralysed and 
that the patient has no symptoms of a central nerve 
lesion, the chest should be examined for physical 
signs of aneurysm and if these be absent, the chest 
should be “screened”, because a small aneurysm in 


the concavity of the aortic arch may be detected 
only by this means. Furthermore, a good skiagram 


may disclose a mediastinal tumour, or a thickening 
of the pleura in the right apex in the case of a right 
abductor palsy. If the patient, in addition to the 
hoarseness, complains of difficulty in swallowing, it 
is possible that the primary lesion is a carcinoma 
of the gullet with infection of some mediastinal 
glands which involve one, or both the recurrent 
nerves, 

On one occasion, and from this cause, I saw a 
patient in whom both of these nerves were involved, 
so that not only was the voice affected, but stridor 
was a prominent symptom. The diagnosis was 
difficult because the patient had no dysphagia, and 
yet at the post mortem examination there was a 
large, non-obstructive, malignant esophageal ulcera- 
tion with numerous infected mediastinal glands 
which had involved both left recurrent laryngeal 
nerves. 


Conclusion. 

This brings me to the end of a somewhat sketchy 
outline of many of the commoner local and distal 
lesions which may produce chronic hoarseness, or 
some obvious alteration of the natural voice of the 
patient. 

My object will be fulfilled if anything I have 
written has proved the value of the laryngoscope in 
giving a clue not only to the early symptoms of 
many intrinsic diseases of the larynx, but also to 
those in more distant regions which have not yet 
had time to declare themselves. 

If my readers agree that I have succeeded in my 
task, it will be obvious how necessary it is that 
undergraduates should be taught the elements of 
laryngoscopy and at least so far as to enable them 
to say that a larynx is or is not normal. The precise 
nature of the lesion may be safely left to the expert 
laryngologist. 

If such an ideal could be secured, much mental 
anxiety and suffering would be spared to patients, 
and not infrequently their lives prolonged and 
sometimes saved. 
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CERTAIN ASTIOLOGICAL FACTORS OF ASTHMA AND 
THEIR INFLUENCE UPON TREATMENT. 


By A. J. D. S. O., M. C., M. B., Ch. M., 
Honorary Assistant Physician, Royal Prince Alfred 
Hospital; Visiting Physician, Prince of Wales 

Hospital, Sydney. 


Tue wtiology of asthma has still to be demon- 


_strated clearly, although much useful research into 


the problem has been made. Many factors coexist 
in its causation. Some of these may be conaidered 
constant or essential factors, whilst others may he 
considered occasional or eu factors ong 
Table I). 
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I. 
Showing A tiologioal Factors of Asthma. 


Constant or Essential Contributory or Occasional 
Factors. Factors. 


Asthmatic diathesis tiveness (allergy) 


Hypersensi 
centre (7 vago-| Infection 
Psychopathic states 
Biochemical changes 


Psychical influences 
Endocrine disturbances 


The second group comprises those factors which 
for the most part operate singly and occasionally 
precipitating acute attacks of asthma. It is prob- 
able that this result cannot be obtained in normal 
individuals, but only in those specially predisposed. 
Predisposition to asthma, or the asthmatic diathesis, 
would appear to depend upon the influence of the 
first group of causative factors—those which I have 
termed the constant or essential factors. These con- 
stant factors are characteristic of the predisposed 
individual and peculiar to his type, whereas the 
occasional factors belong to his environment. If, 
therefore, a patient who constantly deviates from 
the normal in a certain direction, becomes influenced 
by one or more environmental conditions of a 
certain type, an attack of asthma may result. 


Constant Factors. 


There is no unanimity amongst physicians as to 
the identity of the common causal factor in asthma. 
It is probable that more than one type of common 
factor exists. Is it a change in the function of the 
central nervous system, or is it a change in the 
chemical reactions of the tissues? 

A common explanation is that the vagus centre 
is irritable and that the condition which Eppinger 
and Hess described as vagotonia is present. If 
such a condition as vagotonia does exist, one would 
expect it to be associated with attacks of asthma, 
as the vagus innervates the bronchial musculature 
(see below). There are difficulties in the way of 
accepting the theory that asthmatics are vagotonics. 
For instance, the drug atropine, which paralyses the 
nerve endings of the vagus, should produce cessa- 
tion of an attack of asthma. That such is not the 
ease is well known, although occasionally some 
measure of relief follows its use. 

Some physicians consider a psychopathic disposi- 
tion the basis of asthma, citing the emotional, highly 
strung behaviour of many asthmatics. This is a 
view which I have never regarded as important, as 
I have found asthma in patients of all psychological 
types. The psychic factor is unquestionably impor- 
tant in patients who have the asthmatic tendency. 
Fear, worry, suggestion and anticipation all play 
their parts as aggravating and contributing factors. 
That they are constant or essential causative 
factors, however, cannot be successfully maintained. 
The biochemical changes of asthmatic patients have 
not been definitely established. In some respects 
published results are at variance with one another. 


In his recent excellent review of the subject, Bray‘? 
summarizes the departure from normal as being 
low sugar, low cell chloride and high amino-acid 
content of the blood, an inclination towards low 
phosphorus and potassium content of the blood, the 
presence of a specific allergen in the urine (the 
so-called proteose), low acid secretion from the 
stomach, and some degree of hepatic insufficiency. 


Occasional Factors. 


Allergy.—I have placed allergie phenomena in 
this class, although I admit freely they might with 
equal justice be placed in the first class. All 
asthmatics are not allergic, but those asthmatics of 
whom allergy is the most prominent feature, pos- 
sibly require no other explanation of their asthma. 
In other words, for them the allergic diathesis, 
whatever this term implies, may be the constant 
causative factor and the only causative factor. 
Whether the basis of allergy be nervous or bio- 
chemical does not affect the argument, nor does it 
matter for our purpose whether allergy be inherited 
or acquired. I have discussed this problem, along 
with the scientific basis of allergy, in a previous 
paper and need not refer to it here.“ 


Clinical observation leads me to believe that in 
allergic types of asthma some more basic factor 
underlies the etiology of the disease; more particu- 
larly because the manifestations of allergy to a 
specific substance differ in their location in different 
individuals, for example, in some they are associ- 
ated with asthma, in others with tr hay 
fever et cetera. 


Patients of any age may be found to be allergic. 
The substances responsible are animal emanations, 
dander, hair, feathers, pollens, orris root (as found 
in toilet powder), moulds, dust, food substances et 
cetera. The diagnosis of the allergic state is made 
after considering carefully the patient’s history of 
the circumstances under which the attacks develop 
(for example, with regard to season, food, exposure 
to animals et cetera), the fact that attacks may not 
be preceded by an infection, and finally, after the 


application of diagnostic tests to the patient’s skin. 


Most patients react to more than one foreign 
substance. One frequently is faced with the criticism 
that it is impossible to test a patient’s sensitiveness 
to every possible noxious agent. This may be 
admitted. A careful consideration of the history 
and the eireumstances of the case unfailingly raises 


‘suspicion against some particular substances. . 


My experience in Sydney has been that the offend- 
ing material is found in yeast, pollens, feathers, 
kapok, foods, moulds or house dust. In Table II 
is a list of foreign substances which produced skin 
reactions in twenty-one consecutive cases of asthma 
of allergic origin, taken from my private practice. 


Reactions may be slight or great. In patients 
who exhibit multiple reactions one sees varying 
degrees of response. One is forced to the conclusion 
that the test material which provokes the greatest 
reaction is probably the one most directly concerned 
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Taste II. 

Showing Foreign Substances Found Nowious in Asthma.“ 

Number Number 

Substance. of Cases. Substance. of Cases. 
x 10 Lettuce ......... 1 
House dust ...... Cabbage ........ 1 
1 
Tomato 4 Currants ....... 1 
2 
Couch grass ... 2 1 
Mixed grasses eee 1 
1 
1 
Horse dander Fern spores .... 1 
Dog dander ..... Carnation ...... 1 
Feathers ........ Sheep wool ..... 1 
1 


The numbers — to the number of reactions obtained 


mongst “ewent 5 allergic tients (taken from private 
— wil realized Venn multiple reactions 


occu 


in causing the disease under investigation. The 
following history illustrates this point. 

Case I.—H. E., aged sixty-two years, was first seen on 
July 19, 1928. He had had asthma since the age of eight 
years. He, had had periods of freedom from symptoms 
varying up to two years. During the last eight years his 
— had been less severe, but there had been constant 

yspnea. 

On examination there was marked chronic bronchitis 
and emphysema. His sputum contained many pus and 
bronchial and alveolar epithelial cells, numerous Micrococci 
catarrhales and a few pneumococci, influenza bacilli and 
streptococci. His skin tests showed the following 
reactions: Moulds, ++++; kapok, +++; house dust, +. 

Infection.—Infection, next to allergy, is the most 
important single factor in asthma. To begin with, 
many first attacks of asthma follow infection. The 
disease may vary from a severe attack of pneumonia 
or whooping cough to a mild attack of bronchitis. 


In children recurent attacks of bronchitis may 
subsequently lead to typical asthma. In such chil- 
dren, once asthma has developed, any mild infection 
may within a few hours produce asthma, We are 
told by some observers that in such cases the earlier 
recurrent attacks of bronchitis were really manifes- 
tations of allergy and that these patients were 
asthmatics from the start. To say this is an error 
in terminology and a denial of the presence of 
infection. Others admit the presence of infection, 
but claim that in some instances the infection 
localizes the manifestation of allergy to the 
bronchial system, and in other instances the infec- 
tion leads to bacterial allergy. White not denying 
the possible truth of these statements, I repeat 
that recurrent bronchitis occurs and is followed by 
asthma in children who cannot be shown to be 
allergic, as well as in others whose reactions to 
skin tests are few and mild. The following brief 
histories illustrate the influence of infection upon 
the causation of asthma in children. 

Case II.—G.M., a female, aged eight years, was first seen 


on March 2, 1931. Two years ago she had developed 
Te She had had a cough and asthma ever 
8 


Cask III.—J. M., a male, aged twelve years, was first 
seen on June 9, 1928. Six years previously he had had 
influenza. He catches cold easily. Many of his colds are 
followed by asthma. 


Case IV.—I.M., a male, aged fourteen years, was first 
seen on June 9, 1928. He had had pneumonic influenza at 
six years, and asthma ever since. He got attacks every 
night for months. — 

The same may be said of adults as of children 
with reference to the sequence of bronchitis and 
asthma. Even in undoubted cases of hypersensitive- 
ness, whilst asthma frequently and even on most 
oceasions follows exposure to the | sensitizing 
material, yet infection of the bronchi, when it 
occurs, may precipitate an attack. Such was the 
case with Miss W. (Case V). 

Cask V.—Miss W., aged thirty-two years, was first seen 
on June 17, 1930. She had had pneumonic influenza badly 
in 1918 (about one month in bed). Shortly after recover- 
ing, she had developed asthma and had had numerous 
attacks ever since. They commenced suddenly at night 
and lasted three or four days. She developed a cough 
with sputum early in the attack, which symptoms persisted 
throughout and for one or two weeks after the attack. 

She had marked bronchitis. She was found sensitive to 
kapok, house dust, potato, bread, and primula. A bacterial 
vaccine improved her condition. The addition of kapok 
and primula units to her injection greatly changed her 
condition for the better. She is now apparently cured. 

Furthermore, in long standing cases of asthma 
in the middle-aged and elderly asthmatics, secon- 
dary bronchitis is a most frequent concomitant. 
The congestion of the bronchial mucosa attendant 
upon chronic asthma predisposes to infection. In 
very prolonged cases one may see advanced chronic 
bronchitis, emphysema and bronchial dilatation. 
These patients naturally do not suffer from severe 
bouts of asthma, but have a more or less permanent 
wheeze, with dyspnea, cough, and profuse 
expectoration. 

Infection in the upper respiratory tract is of 
great importance on two counts: (i) It may be a 
source of recurrent infection of the bronchi; as is 
so often the case with antral or ethmoidal sinusitis. 
(ii) It may provide a source of reflex asthma. 

It has been stated that dental infection plays a 
role in the causation of asthma. Investigations of 
the allergic state have been prosecuted most 
vigorously of recent years. There seems to be a 
tendency amongst some investigators to bring all 
cases of asthma under the heading of allergy, especi- 
ally in children. Nevertheless, I am strongly of 
opinion that the importance of infection as a con- 
tributing cause of asthma is very great, a view 
which is borne out by the results of vaccine treat- 
ment when systematically prosecuted. 

Peychical Influences.—Psychical influences play 
an important part with some asthmatics, but are of 
little importance to others. I have already referred 
to the contributing influence of fear, worry and 
emotion. These psychical disturbances may initiate 
attacks of asthma in patients whose disease has 
already been established by other causes. Bray 
refers to Hurst’s belief that sudden emotions, such 
as fear and anger, will stimulate the secretion of 
adrenaline and cause the cessation of a paroxysm 
of asthma. The following history is that of a boy 
who is very nervous and emotional. 

Case — ae a male, — eleven years, was first seen 
on August 21, 1930. He had had bronchitis and asthma 
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since an attack of measles at three years. He had 
pneumonia in 1929. For some days before an attack his 
body feels hot, his tongue is furred and his breath is foul. 
His tonsils and adenoids were removed in 1931. Physical 
‘examination revealed diffuse bronchitis between attacks of 
asthma. His sputum contained numerous pus and 
bronchial epithelial cells, as well as numerous pneumo- 
cocci, streptococci and influenza bacilli. An X ray film of 
‘his ‘lungs showed marked chronic bronchitic changes, with 
a suggestion ot early bronchiectasis on the right side. 
_His skin tests revealed sensitivity to cheese (+++) and 
currants (+). 

This child was recently startled into an attack of asthma 
by a sudden fright. He had gone to bed well, so well that 
his father had felt satisfied to go out for the evening. 
The child’s mother suddenly dropped and broke, beside his 
bed, a large basin full of water. The child cried out and 
almost immediately passed into a severe paroxysm of 
asthma, which lasted ten hours. 

Psychical influences possibly play a part, not only 
in the inception, but also in the course and termina- 
tion of a bout of asthma. Possibly the institution 
of treatment of any kind, the admission to the 
secure atmosphere of hospital or a change of climate, 
any of which may quickly promote improvement and 
even cessation of asthma, so profoundly affects the 
patient’s state of mind as to favour recovery. 

Endocrine Disturbances —Endocrine disturbances 
receive mention because one occasionally sees 
female patients whose attacks are influenced by the 
menses. It is by no means certain that the psychical 
factor is not the important one on such occasions. 
Some authorities regard the endocrine balance as 
‘an important essential factor in causing asthma, it 
being considered that, owing to abnormalities in the 
endocrine system, a disturbed balance occurs 
between the autonomic and the sympathetic nervous 
systems. 

The term reflex asthma implies that the bronchial 
spasm of an asthmatic paroxysm results from 
reflex action. The afferent stimulus arises from 
‘such a portion of the exterior as the nose. Some 
‘part of the vagus centre is the nucleus. The efferent 
link is, of course, the vagus. Brodie and Dixon 
proved that stimulation of the nasal septum can 
be followed by bronchial spasm. The association of 
pathological lesions of the upper respiratory tract 
with asthma is well known. Temporary relief from 
asthma may follow the surgical cure of such lesions. 
These well known clinical facts lend colour to the 
theory of the reflex causation of asthma. 

Certain Minor Factors.—Certain minor factors 
deserve brief mention. Exercise, such as running, 
playing games, ascending hills, may produce an 
attack in a patient who has been apparently pro- 
gressing favourably. This en applies to 
children. 

High humidity, either in summer or winter, pre- 
disposes. to.asthma. This particularly applies to 
the months.of January.and February in Sydney. I 
have found these to be bad months for asthmatic 
of all types. 

“Except, for high. there * elimate 
‘which may be, considered, ideal for asthma. At an 
altitude 1100 tour thousand feet it is said that 


acute asthma does not occur. This may be on 
account of a pure atmosphere, free from dust and 
other allergens, or because of associated biochemical 
changes within the body. A dry climate, if free 
from dust, should be preferable to a coastal climate. 
But, once it has developed, asthma will probably 
sooner or later recur in any climate, with the 
exception mentioned. Patients from the dry 
western parts of New South Wales often tem- 
porarily lose their asthma on coming to Sydney. 
If they remain in Sydney long enough, the asthma 
returns. Sydney patients may check a bout of 
asthma by going to the dry west, but here again 
only temporarily. Patients are to be found suffering 
from asthma in most parts of the world. I there- 
fore consider the influence of climate.of minor 
importance, both in the causation and treatment of 
asthma. Improvement following upon a change of 
climate is often as much due to psychical causes as 
anything else. 


Treatment. 


Let us now consider how far the #tiological 
factors of asthma influence treatment. 


It will at once be apparent that, in a disease 
which is subject to so many separate influences, 
many methods of treatment are employed. More 
over, it is seldom wise to confine one’s attack to the 
use of one single weapon, but rather to discharge 
the whole of the available armament. 


As there is no clear understanding of the constant 
or essential factors of asthma, cures of well estab- 
lished cases are rare, and of advanced cases prac- 
tically non-existent. This requires no further 
elaboration on my part. But in so far as certain 
outstanding biochemical changes have been found, 
indications for chemotherapy are not lacking. It 
is but natural that we should apply acid therapy to 
those whose gastric secretion has been found defec- 
tive, and administer glucose to children whose 
blood is below standard in this particular. 


In the present state of our knowledge we are 
forced to rely upon our defence against the con- 
tributing factors for the most part. Of these, by 
far the most important are allergy and infection. 
Taking infection first, one’s immediate duty is to 
eliminate all obvious foci of infection in the nose 
and throat. Infected tonsils and adenoids, diseased 
teeth, sinusitis, anatomical defects in the nose, 
polypi et cetera, all call for surgical treatment. 
Associated bronchitis must be dealt with by the 
usual medicinal measures. The prevention of colds 
and acute bronchitis should be effected by prophy- 
lactic injections of vaccines. 


Vaccine Treatment. 


The profession has been accused by bacteriologists 
of a considerable degree of charlatinism with vac- 
cine therapy. We have been told that our so-called 
successful results have not been obtained with a 
proper system of controls; and that, therefore, they 


do not carry conviction to the scientific mind. There 
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may be some justice in the charge of charlatinism. 
It is true also that practical considerations prevent 
most physicians from attempting a properly con- 
trolled experiment with vaccine treatment of human 
beings. Numerous competent physicians, however, 
have provided such an overwhelming testimony 
regarding the clinical improvement of their patients 
undergoing vaccine treatment, that. one would 
require great courage to dismiss their claims with 
lofty scientific scorn. 


Scientists readily admit the efficiency of vaccines 
used prophylactically against such diseases as the 
typhoid group of infections. Now the object of 
vaccine therapy in asthma is twofold: (i) prophy- 
lactic, (ii) curative. I have emphasized the impor- 
tance of the réle played by infection in asthma. 


I have stated that many first attacks of asthma 
followed an acute respiratory infection, for example, 
acute coryza, acute bronchitis, influenza, and even 
pneumonia. Subsequent attacks are often preceded 
by acute respiratory infection of a minor character. 
Even in patients of the demonstrably hypersensitive 
class is such the case. Again, infection commonly 
causes secondary bronchitis in long standing cases 
of asthma. Such chronic bronchitis aggravates the 
attacks when they occur and predisposes to 
emphysema and heart failure. It is of the greatest 
importance, therefore, to protect an asthmatic from 
contracting infections. Vaccines are employed in 
asthma to protect against infections and to mini- 
mize the effects of established infections. 


The vaccines used may be autogenous or stock. 
There is much to be said for each type. If a stock 
vaccine is used, it is my custom to have one prepared 
from mixed sputa obtained from the most virulent 
cases of respiratory infection undergoing treatment 
at the time of preparation. I prefer them to be of 
a strength of 2,000 million per cubic centimetre. I 
divide the treatment into two stages: (i) an 
immunizing course lasting about three months, (ii) 
a maintenance course lasting from twelve to 
eighteen months. During the immunizing course 
the injections are given at intervals of five days, in 
doses gradually increasing to one cubic centimetre, 
which is the maximum dose. No extra advantage is 
obtained by exceeding this dose. During the main- 
tenance course doses of 0-5 cubic centimetre are 
given at intervals of from two to four weeks. The 
advisability of this method should be obvious. 
Whilst it may be easy enough to immunize most 

tients against a certain group of organisms, the 

uration of such immunity is always a matter of 
uncertainty. It may last for a few years; it may 
cease after a few months. It should be compara- 
tively easy, however, to maintain immunity, once 
established, by occasional injections of vaccine of 
reduced strength. Hence the two courses employed. 

Clinical observation has forced me to employ this 
method when employing vaccines for any purpose. 
Tt seems useless to expect good results from but 
half a dozen injections and to condemn the method 


when disappointment naturally ensues. 


Desensitization. 

A similar method is employed when attempting 
to desensitize allergic patients. A desensitizing solu- 
tion is prepared, containing the required number of 
units of the substance found injurious. Different 
methods of standardization are employed. One must 
be careful to avoid reactions. If such care is taken, 
the dose may be increased gradually, as in the case 
of vaccine. In all my allergic cases I have 
administered a bacterial vaccine along with the 
desensitizing solution, so important do I regard the 
influence of infection even in these cases. The treat- 
ment should be kept up continuously for from one 
to two years, as long as improvement is occurring. 

Prophylazis. 

Prophylaxis must, of course, be prominently 
before one’s mind in handling allergic patients. 
Food, animals, flowers, if found to be injurious, 
must be avoided. Sometimes allergens, for example, 
moulds and house dust, are peculiar to the home, in 
which case another home should be sought. The 
dwelling should be dry and well ventilated. : 

Where psychical influences are believed to be 
important, psychotherapy combined with harmless 
sedatives of the bromide and “Luminal” class should 
be employed. I will refer to this later, under. the 
heading of drug treatment. 


Endocrine Influences. 

When asthma occurs at the menopause, ovarian 
extract is likely to be of use. At this time, on 
account of the group of symptoms peculiar to the 
menopause, one cannot possibly say whether the 
effect of ovarian treatment in asthma is direct or 
indirect. 

Diseases of the respiratory system and struc- 
tural changes in the chest lead to the employ- 
ment of breathing exercises. A full account of 
Hurst’s breathing exercises may be found in the 
literature. They are specially designed to diminish 
the volume of dead air within the lungs, and also 
to overcome faulty posture and deformity of the 
chest wall. It requires no emphasis that the air 
passages of the upper respiratory tract must be 
freed from any mechanical obstruction; otherwise 
breathing exercises could not possibly produce the 
desired result. Meteorological influences suggest 
that asthmatics should avoid coastal climates during 
the months of January and February. 


Drug Treatment. 

I will conclude my address by a brief considera- 
tion of the drugs used in asthma. These fall under 
four headings: (i) anti-spasmodics, (ii) expec- 
torants, (iii) sedatives, (iv) substitutes. 

The anti-spasmodic remedies used in an acute 


attack of asthma are, of course, adrenaline and 


ephedrine. Adrenaline is by far the more effective. 
Patients can be trained to give their own injections. 
When they are too nervous to do so and no member 
of the household cares to undertake the responsi- 
bility, ephedrine tablets may be relied on. These 
drugs act by inhibiting the vagal nerve endings and 
restoring to normal the diameter of the bronchial 
tubes. : — 
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The other anti-spasmodics are lobelia, stramonium, 
belladonna, hyoscyamus, grindelia, amyl nitrite, 
chloroform and ether. Most hospital pharmacopeias 
contain an expectorant anti-spasmodic mixture 
called mistura lobeliq composita. The continuous 
administration of this mixture, at intervals of four 
hours, will frequently enable patients to abandon 
such proprietary sprays and inhalants as they had 
previously relied upon. 

Lobelia occasionally causes a minor degree of 
abdominal pain and nausea, after prolonged 
administration. Cessation of treatment for a few 
days is quickly followed by recovery, after which 
the drug may safely be resumed. 

Mild sedatives are recommended in the early 
stages of treatment, so as to minimize adverse 
psychical influences, such as fear, worry and antici- 
pation. A good method is to administer a mild 
hypnotic every night, such as potassium bromide 
or chloral hydrate. This breaks the vicious circle 
caused by the sequence upon one another of asthma 
and fear. 

As my audience is composed of many general 

ractitioners who are called upon to treat asthma 
the home, I would suggest the following routine 
medical treatment of asthma. 


1. The administration of mistura lobelie com- 
posita four-hourly, indefinitely. 

2. The administration of a hypnotic for the first 
month, consisting of potassium bromide 1-0 gramme 
(fifteen grains) and chloral hydrate 0-6 gramme 
(ten grains) in combination. This may enable the 
patient to go to sleep. No other treatment may be 
necessary in mild cases. It is particularly 
efficacious in children, in appropriate doses. 

3. If a paroxysm of asthma occurs, adrenaline or 
ephedrine may be employed. 

In many cases the continuous administration of 
lobelia completely abolishes the attacks and no 
other treatment is required. It can be taken for 
months continuously. It is certainly more easily 
taken than vaccines and desensitizing solutions, and 
it costs less. It is of most value in middle-aged 
patients who have asthma of moderate severity and 
in whom no obvious structural changes have 
occurred in the chest. 


Conclusion. 


In conclusion, I attach a table showing the results 
of treatment in thirty-six consecutive cases of 
asthma seen in my private practice. Of these thirty- 
six, twenty-two patients were tested for allergy and 
one only was found to be unresponsive. 


In fourteen cases allergy was not sought for 
various reasons, mainly because there was ample 
evidence concerning the important influence of 
infection. The patients designated apparently cured 
have been followed for over twelve months from 
cessation of treatment and have successfully passed 
through that period of the year which they have 
associated with their worst paroxysms of asthma. 


TaBLe III. 
Showing Results of Treatment. 
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SOME THORACIC PROBLEMS IN SURGERT. 


By H. Sxipton Stacy, M.D., Ch.M. (Sydney), 
F. R. A 


Senior Honorary Surgeon, Sydney Hospital; Honorary 
Surgeon, South Sydney Hospital; Lecturer in 
Clinical Surgery, University of Sydney. 


As the abdomen was invaded by the surgeon a 
generation ago after Lister’s researches made it 
increasingly safe, so in recent years the principles 
underlying the surgery of the thorax are being 
better understood, with the result that radical 
measures, such as lobectomy et cetera, undreamed 
of in our own student days, are now being per- 
formed by experts. But as these and other major 
operations are still in their infancy, they do not 
concern us today. It is rather of the more common 
occurrences of general practice that I shall speak. 

If I may be allowed to digress for a few minutes, 
might I emphasize how thoracic complications may 
interfere with surgery of other parts of the body, 
particularly the abdomen. 

Post-operative bronchitis and pneumonia are not 
infrequent and may be a source of discomfort and 
anxiety ; the pathology of the latter has been closely 
investigated by Coryllos and others, who favour the 
theory that it begins as an atelectasis and then goes 
on to consolidation, It responds readily to treat- 
ment by a 5% mixture of carbon dioxide with 
oxygen (“Dicarbox” as we call it). 


Pulmonary Embolism. 


There is another complication of surgery else- 
where that hardly comes under the scope of thoracic 
surgery, yet it is so important that it needs men- 
tion, namely, pulmonary embolism. It is sometimes 
confused with post-operative pneumonia, but the 
latter comes on within the first twenty-four or forty- 
eight hours, is not accompanied by any pain to 
speak of; pyrexia is an early feature, whereas 
dyspnea and other symptoms that one usually 
associates with pneumonic consolidation, are sur- 
prisingly absent. Stethoscopic and radiographic 
signs of consolidation are present. The lesion is 


1A post-graduate lecture delivered in Sydney on June 9, 1933. 
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usually on the same side as the operation (if the 
latter has been abdominal). 

Pulmonary embolism may occur at any period 
after operation up to several weeks. The most 
common time (aceording to Lockhart Mummery) 
is about the eighth or ninth day, but it has occurred 
within twenty-four hours of an operation, and in 
one case eight weeks later. The first symptom is 
always pain, and the temperature does not go up 
until afterwards, nor are there any previous signs 
of illness. If a large area of the lung is cut off, the 
dyspnea is acute; this is due, not to the sudden 
reduction in the breathing surface, but to the 
obstruction to the circulation of blood between the 
right and left auricles. 

The treatment indicated is to try to reduce the 
pressure in front of the heart by dilating the vessels 
as far as possible, and for this purpose amy] nitrite 
is probably the most valuable drug; in its absence, 
morphine and atropine are given, but no stimulants. 

The primary clot is usually in the internal or 
external iliac veins or at the point where they join 
to form the inferior vena cava. 

Operations upon the gall-bladder, stomach and 
appendix, all of which have their veins draining 
into the portal veins, account for over half the cases. 
The clot therefore does not form in the operation 
area, but almost certainly in the iliac veins or vena 
cava. It is due to stasis in great venous trunks 
rather than to any injury of the contributing veins. 

In almost all the cases the operation has been 
upon the abdomen or lower limbs. The conditions 
predisposing to venous stasis are immobility of the 
lower part of the body in a constrained condition, 
a poor circulation such as is present in anemia, 
and an open abdomen which will do away with 
the effect of respiration upon the abdominal 
contents. In the majority of cases there is no 
evidence of sepsis. 

The frequency of embolism in gynecological and 
gall-bladder operations is possibly attributable to 
the unnatural positions in which the patients are 
placed. Encourage deep breathing exercises and 
movements of the lower limbs. 


Thoracic Surgery. 

The improvements in radiological technique have 
contributed in very large measure to the advances 
in the diagnosis and surgical treatment of intra- 
thoracic disease. The lateral radiograms may give 
crucial information. Investigation of the bronchial 
tree by means of lipiodol in suitable cases may 
determine the diagnosis. Twenty cubic centimetres 
of lipiodol (previously warmed) are injected 
through a cannula or wide-bore needle inserted 
through the crico-thyreoid membrane. I have not 
succeeded in getting pictures of the upper lobe; the 
lipiodol mostly flows to the lower lobes. 

Emergency operations are few; amongst the most 
important are: (i) immediate artificial pneumo- 
thorax in cases of severe or recurrent hemoptysis ; 
(ii) partial aspiration of a large effusion, causing 
dangerous mediastinal displacement; (iii) aspira- 


tion of empyema in a seriously ill patient as a 
preliminary to effective drainage. 


Physics -ef the Chest. * 

In the pleural cavity alone of all regions of 
body is there a constant negative pressure. This is 
by far the most important consideration in dealing 
with the thorax, since it means that unless very 
special precautions are taken in opening into the 
pleural cavity, an opening will generally be fol- 
lowed by the immediate collapse of the lung on that 
side. This negative pressure may be as much as 30 
millimetres of mercury in deep inspiration, but on 
closing the glottis and coughing it may be converted 
into a positive pressure of 100 millimetres 
or more (Souttar). When one side of the chest 
is opened, the conditions on the two sides become 
entirely different. If the opening is large, the 
viscera on this side are subject simply to atmos- 
pheric pressure, whilst on the other side they are 
subject to pressures which may vary from 30 milli- 
metres to + 100 millimetres of mercury. 

If the two sides were separated by a rigid par- 
tition, no great harm might result; they are, how- 
ever, separated. by a very mobile mediastinum 
(containing heart, great. vessels and a mass of 
important nervous structures). These variations in 
pressure will throw the mediastinum from side to 
side, producing the condition known as “flapping of 
the mediastinum”. The dangers of this need not be 
stressed ; yet it is the immediate result of a large 
opening made in the chest without due precautions. 
The recognition of this and the elaboration of means 
to avoid it form an important advance in modern 
surgery. 

Thomson, of Bath, has some very interesting 
remarks on the physics of the chest which have a 
close bearing on the treatment of empyema. 
Quoting Graham, of the United States Empyema 
Commission, he points out that the compression 
induced in one lung by injection of air into the 
pleura on that side is accurately reflected in the 
compression induced in the lung on the contra- 
lateral side. If at each effort of inspiration air is 
sucked into the pleural cavity by way of a large 
open drainage tube at the same time as it is sucked 
into the lung by way of the trachea, the amount of 
air which enters the thorax by these two routes 
respectively, is governed entirely by the resistance 
offered by the trachea and bronchial tubes on the 
one hand, and by the open drainage tube on the 
other. Further, as we must regard the thorax as a 
single cavity and not as two separate cavities, it 
is possible, by increasing the size of the opening 
in the chest wall, to produce a condition in which 
all the air enters into the pleura and none of it 
into the lung, in other words, to produce asphyxia 
and immediate death. This was what happened in 
many war wounds. 

Graham worked out on mathematical principles 
that the largest opening compatible with life in a 
healthy adult is about two inches by four inches. 
In a patient suffering from empyema, however, the 
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additional embarrassment of respiration produced 
by an open pneumothorax is a much more serious 
matter. One lung at least is partly thrown out 
of action by the consolidation, and in streptococcal 
bronchopneumonia both lungs are involved, so that 
an open resection followed by the introduction of a 
large drainage tube, in a patient desperately ill, 
may easily turn the scale. 


Acute Empyema. 

One of the most noticeable advances was made 
by the report of the Empyema Commission of the 
United States Army consequent upon the experi- 
ence of the Great War. They came to the conclusion 
that death should not occur in cases of empyema 
(other than tuberculous empyema) unless compli- 
cated by such conditions as lung abscess and 
suppurative pericarditis. 

If pus is suspected in the pleural cavity, the best 
method of diagnosis is the use (repeated use if 
necessary) of the exploring needle. If pus is found, 
the next person to consult is not the surgeon, but 
the pathologist. If in a case of lobar pneumonia the 
crisis has occurred, but the pulse rate continues 
high, and there is a recrudescence of the pyrexia, 
suspicion should be aroused as to an empyema; the 
pus will be thick and creamy. Very different are 
the conditions in a streptococcal broncho- 
pneumonia; here there is commonly an exudate in 
the first week of the pneumonic process; the exudate 
is thin and abundant. 

The critical question in connexion with operation 
is: “Has the pneumonia subsided?” Until you are 
sure of this, open operation should be deferred. 
In the streptococcal cases aspirate over a period of 
two to three weeks until the pus becomes frankly 
purulent and adhesions have formed. In tuber- 
culous cases, if purulent effusion occurs, the mor- 
tality is high as compared with those in which the 
effusion is serous. These purulent effusions should 
not be treated by open drainage; they should be 
aspirated only. Pus which is sterile is usually 
tuberculous, 

Acute-empyema occurs in two forms: the adherent 
and non-adherent. The former are usually pneumo- 
coccal; they are often loculated and limited to one 
portion of the pleural cavity; they contain thick 
pus which can be aspirated only with difficulty; 
the pleural surfaces are covered with thick layers 
of plastic lymph and floating in the cavity are large 
masses of soft fibrin. 

In direct contrast to this, the non-adherent form 
is usually due to streptococci or to a mixed infec- 
tion; it is necessarily complete; the pleural cavity 
is full of thin pus and, as gas-forming organisms are 
frequently present, the condition is generally one of 
pyo-pneumothorax. In this form the intrathoracic 
pressure may be very high, the intercostal spaces 
bulge, the mediastinum is pushed over to an exces- 
sive degree and the diaphragm and liver are pushed 
downwards. 

The two forms involve surgical and mechanical 
consideration of a very different nature, and they 
demand different methods of treatment. 


In the first, or adherent, form, the best method of 
treatment is to‘open-thé cavity freely, evacuate the 
pus, clear out all solid masses of fibrin and drain 
by a closed method. The adhesions will prevent 
collapse of the lung and the formation of a complete 
pneumothorax. A large tube is inserted (the best 


Showing the Tudor Bawarde tune, The tube is fixed 
to the chest wall by sutures through perforations in 
P the flange. 
is the double-flanged Tudor Edwards), the tissues 
are carefully closed around it, and a perforated 
sheet of rubber is threaded tightly over the tube, 
which projects through the dressing; this is con- 
nected to a tube which leads to a six or eight pint 
clear-coloured bottle at the bedside. This contains 


FiGurRE 
Showing the method of using the Tudor Edwards tube. 
Sheet rubber covers some gauze, and is fixed to the 
chest wall by “Z.O.” syringe is a 
four ouncé metal syrin = Po nied 2 is 


some boracic or saline’ lotion date which the 
incoming glass tube dips; periodically a negative 
pressure is produced in the bottle by means of a 
Potain’s aspirating syringe attached to the rubber 
tube connecting with the — (see 


Figures I and II. 
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In the non-adherent form, on the other hand, a 
free opening into the cavity is exceedingly 
dangerous, producing in an acute form “the flap- 
ping mediastinum”. It is far safer to relieve the 
pressure by repeated aspiration until sufficient time 
shall have elapsed for the formation of a certain 
amount of protective adhesions. Once these have 
been formed the pleural cavity can be opened with- 
out the danger of the immediate collapse of the 
lung. This is followed, as in the previous variety, 
with closed drainage. In both cases intermittent 
injection of Dakin’s solution through the special 
attachment on the Tudor Edwards tube is valuable. 
(If Dakin’s solution is run in through a container 
and a Y-shaped glass junction is used, the level of 
the top of the lotion should not be more than 
eighteen inches above the opening in the chest.) 

If there is a bronchial fistula, one may have to 
abandon for a while the irrigation or the application 
of negative pressure. 

All patients with empyema need fresh air. It 
stimulates respiration and thus aids lung expansion. 
Although for some days it is not advisable to put 
patients outside the ward, because of the close 
attention they need, still this should be done when 
that need has passed. After the temperature has 
reached normal, Wolfe’s bottles for adults and 
balloons for children are extremely useful aids in 
causing lung expansion, During convalescence the 
patient should be sent to the higher altitudes, where 
respiration is stimulated to a greater extent than 
on the lower levels. 

In infants some surgeons find insertion of a large 
sized catheter (self-retaining) through an inter- 
costal space sufficient. 

Bacteriological examinations seem to show that 
secondary infection of the cavity during the period 
of drainage is largely responsible for delay in the 
recovery of a great many patients. Prolonged 
inflammation of the pleura causes the endothelium 
of the pleura to be replaced by fibrous connective 
tissue, with the result that the lung is firmly bound 
down and prevented from completely expanding to 
fill up the chest. The sooner, therefore, we are able 
to disinfect the cavity, the more likely we are to 
prevent the formation of a chronie empyema. 
Dakin’s solution is of great value; it is non-toxic ; 
it softens and breaks down the masses of fibrinous 
exudate. It is better to make the opening in the 
chest wall near the upper limit of the cavity if you 
wish to concentrate on the sterilizing action of the 
Dakin’s solution. — 

With regard to the combined use of Dakin's 
irrigation and suction drainage, it is obvious that 
to obtain the antiseptic effects of the Dakin’s solu- 
tion one cannot have too frequent suction drainage; 
one must compromise. I advocate in the first four 
or five days irrigation every two hours during the 
day, applying the suction at the end of each two 
hours to withdraw the-mixture of pus and anti- 
septic, applying the suction drainage alone by night. 
After that period I recommend a less frequent use 
of the lotion and a more frequent. use of the suction. 


More or less continuous suction drainage is used in 
some hospitals. In Mercer’s Hospital (Dublin) 
water suction apparatug is a permanent fixture in 
the wards for these cases and for suprapubic 
drainage. As a rule the cavity will hold five or 
six ounces of lotion for the first few days; after 
that it will hold a diminishing amount as the lung 
expands. Pain will indicate that the limit has been 
reached. Inject too little rather than too much. 
As the pus in the bottle is reduced to a small 
amount, so the Tudor Edwards tube may be 
replaced by the intermittent insertion of a Jacques 
catheter with injection of some Dakin’s solution, 
reiying upon the expansion of the lung by Wolfe’s 
bottles. If there are no complications, the wou 
should be healed in five weeks. 


Anzsthesia. 

Local anesthesia is mostly favoured, with some 
premedication. In a restless or nervous patient I 
see no harm in using a small amount of ether as 
the rib is being excised or the pleural cavity is 
being explored manually to break down loculation. 


Site of the Opening. 

The opening should be opposite, roughly, the 
deepest part of the cavity and at that place which 
the expanding lung will be the last to reach. 

Opening at the most dependent attainable part 
of the cavity does not apply to empyema; the 
lowest and the highest points will be those where 
the lung on expanding will first touch the chest 
wall; and when that happens drainage from these 
points must be embarrassed. The same thing applies 
when the opening is too far back or too far forward. 

Generally the seventh rib, in front of the pos- 
terior axillary line, is looked upon as the best rib 
to resect. I have frequently opened higher than 
this because of my desire to flood the greater part 
with the Dakin’s solution. 

In a slowly healing empyema the injection into 
the cavity of lipiodol and a subsequent radiograph 
— clearly reveal the extent and direction of the 

nus. 

Chronic Empyema. 

In a majority of cases in which a radical opera- 
tion is required for the cure of chronic empyema, 
the opening is situated too low down for good 
drainage. There may be a foreign body, for 
example, a piece of drainage tube or swab. 


Suppurative Bronchiectasis. 

Suppurative bronchiectasis may have its origin 
in some mechanical interference with the bronchi 
or in infection of the parenchyma of the lung, as 
after an unresolved pneumonia. One of the com- 
monest causes of mechanical interference with the 
passage of air through the bronchi is the inhalation 
of a foreign body; this may be a button, tin tack, 
collar stud or fragment of a meat bone. 

The aspiration of a foreign body is only too likely 
to oceur during a surgical operation, for example, 
fragments of vomited material or of teeth or 
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Lung Abscess. 

It is undesirable in suspected lung abscess to 
use an exploratory needle, which might lead to 
rupture into the pleura. 

Acute abscesses should be left alone. 

A chronic abscess involves serious risks: those 
of secondary bronchiectasis, of cerebral absceses 
and of progressive ill health. 


Hzemothorax. 


Operation is unnecessary in cases of uninfected 
bemothorax of small size. With large effusions 
causing dyspnea or distress early aspiration is 
advisable. 

Apart from trauma, hemorrhagic effusion is said 
to point to a newgrowth; but blood is not infre- 
quent in tuberculous effusion. Blood in an effusion 
has no real diagnostic significance. 


Abscess of the Liver and Hydatid of the Liver. 
The opening for abscess of the liver or hydatid of 
the summit of the right lobe of the liver is usually 
made through the lateral aspect of the ninth rib. 


Hydatid of the Lung. 


My only remark on hydatid of the lung is to 
advise, preferably, that narco-local anzsthesia 
should be used and that if the operation is done 
in one stage, it is wise to put a small glove drain 
into the cavity left by the removal of the hydatid, 

_otherwise hemorrhage may occur in the cavity and, 
with no external outlet, may asphyxiate the patient. 
This glove drain may be removed, if nothing 
happens, in several days, without leading to any 
infection. 

Hydatids with daughter cysts most usually 
ae to the lung from the upper surface of the 

ver. 

The characteristic X ray feature of an unruptured 
pulmonary hydatid is its spherical appearance, but 
I have seen this simulated by a fibro-sarcoma. 
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Reports ot Cases. 


OVARIAN CYST IN CHILDHOOD. 


By P. L. Hrestey, M.D., Ch.M. (Sydney), F.R.A.C.S., 
Honorary Surgeon, Royal Alexandra Hospital for 
Children; Honorary Surgeon, Royat Hospital 
for Women, Sydney. 


Tins report on five children who suffered trom 


ovarian cyst. In two of these patients the symptoms 
intussusception wae suspected. ] 


Case & 
Parovarian Cyst with Twisted Pedicle. 

JS., aged thirteen years, had been complaining of 
abdominal pain and of pain along the outer side of the 
thigh for three days. She was first seen by me on 
December 26, 1932, this being the third day of the illness. 
The patient was rather a spare child, but did not appear 
to be very ill. The abdomen was not distended, and there 
was tenderness, but no rigidity over the right iliac fossa. 
There had been no vomiting. The temperature when the 
child was first seen was 37.8% C. (100° F.) and the pulse 
rate 190. Six hours later the temperature was 37-5° C. 
(99-6° F.) and the pulse rate 120. The condition was 
diagnosed as acute appendicitis and an operation was 
performed. 

A right-sided muscle-splitting incision was made, and on 
examining the appendix it appeared to be inflamed and 
was removed. Then, on further exploration, the real cause 
of the trouble was found to be a cyst which was fixed 
at the lower end of the pouch of Douglas. Difficulty was 
encountered in dealing with the cyst through the incision 
first made, hence a mid-line incision was used. The cyst 
was found to be a parovarian one, and was about the size 
of a hen’s egg. It had undergone several twists in a 
clockwise direction, and was becoming gangrenous. The 
twist involved the outer two-thirds of the Fallopian tube. 
Both cyst and right tube were removed and the patient 
made an uneventful recovery. 


Case Il. 
Ovarian Cyst with Twisted Pedicle. 

I. S., aged thirteen years, had been complaining of pain 
in the lower part of the abdomen and along the outer 
side of the right thigh for three days. There had been 
ho vomiting. The patient gave a history of having had 
several similar attacks during the preceding twelve 
months. During one of these attacks she had been in 
hospital for the purpose of having her renal tracts 
examined cystoscopically and her alimentary system 
examined after an opaque meal. These examinations had 
not revealed any abnormality. She had never menstruated. 

I saw the patient for the first time on December 26, 
1932, curiously enough immediately after operating on the 
patient mentioned above. The patient was a rather stout 
and very healthy looking girl. There was marked tender- 
ness Over the right iliac fossa, but no rigidity. Her 
temperature was 37.8 C. (100° F.) and the pulse rate 
was 120. She had been sent into hospital with a diagnosis 
of appendicitis. A rectal examination revealed the true 
nature of the trouble. 

A mid-line incision with the patient in the Trendelenburg 
position was made. A right-sided ovarian cyst about the 
size of a small orange was found fixed in the pelvis. It 
also had undergone a twist in a clockwise direction, and 
was becoming gangrenous. It was easily removed and the 
patient made an uneventful recovery. Since the operation 
she has menstruated normally. 


Case III. 
Dermoid Cyst of the Left Ovary. 

M.L., aged four years, was admitted to the Royal 
Alexandra Hospital for Children on September 27, 1932, 
on account of a swelling in the abdomen which had been 
noticed by the mother for several months, and which had 
been increasing in size, but had caused no inconvenience 
whatever. The child was rather thin and anemic, and on 
examination a firm, smooth, rounded, and freely mobile 
tumour, about the size of an orange, could be felt in 
the umbilical region. It could be easily moved into either 
flank or, indeed, into any region of the abdomen. 

Under ether anesthesia a mid-line incision was made 
and the tumour was found to be a dermoid cyst of the 
left ovary. It had a long pedicle, was quite free from 
adhesions, and its removal was therefore a very simple 
matter. 


Case IV. 
Dermoid Cyst of the Ovary. 
M.W., aged twelve years, was admitted to the 2 
Alexandra Hospital for Children on January 1, 1931. ; 
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mother stated that she had noticed that the child’s 
abdomen had been getting larger rapidly during the last 
few months, but that there had been no other symptoms. 
The child was rather thin and anemic. There was a large 
cystic tumour in the abdomen, reaching from the pubes to 
a level about 5-0 centimetres (two inches) above the 
umbilicus. 

A paramedian incision was made and the cyst was found 
to be a large ovarian dermoid which was quite free from 


adhesions and easily removed. 


Case V. 


Dermoid Cyst of Left Ovary. 

P.M., aged two and a half years, was admitted to the 
Royal “alexandra Hospital for Children on November 24, 
1930. She had been crying with abdominal pain and 
vomiting off and on for four or five hours. The bowels 
had not been moved for two days. The child had been 
given an anesthetic in the casualty room, as the casualty 
surgeon suspected the possibility of an intussusception. A 
rather firm mass could be felt in the abdomen, mid-way 
between the umbilicus and pubes. It could be moved freely 
in any direction, was ovoid in shape, and was about the 
size of a hen’s egg. There was no blood in the return 
from an enema which was administered. 

The child was admitted to hospital and an operation was 
performed several days later. A paramedian incision was 
made and a left ovarian dermoid cyst which was quite free 
from adhesions was removed. The child made a good 
recovery. 

Commentary. 

These five cases show that ovarian cysts in children are 
not so very rare, as they have all come under my care 
during the last three years. Cases I and II were rather 
remarkable in that they occurred in girls of the same age, 
had undergone a twist in the same direction on the same 
day, had both been diagnosed as appendicitis, and the 
patients were operated on within one hour of one another. 
In neither case could the cysts be felt on abdominal 
examination, as both were wedged in the pelvis, but they 
could be readily felt on rectal examination, demonstrating 
once again the advisability of making a rectal examination 
in all doubtful cases of appendicitis, particularly in girls. 
Cases III, IV and V were dermoid cysts and all presented 
the features of abdominal rather than of pelvic tumours. 
These cysts were exceedingly mobile and could be moved 
into any part of the abdominal cavity. Before operation 
it was hard to believe that they had a pelvic origin. In 
Case V the cyst had evidently undergone a temporary 
twist, which had.righted itself before operation. 


_ * 


Reviews. 


HISTORICAL GEOGRAPHY. 


A FRANKLY non-medical book is reviewed in this journal 
when it is felt that the members of the medical profession 
should be apprised of something that is likely to be of 
particular interest to them. 

Every child learns geography. Some, born of wealthy 
parents, learn their geography in the best possible way 
by travelling. The less fortunate have to learn it in 
schools, and the task of learning will be difficult or easy 
as the teacher is gifted with originality or cast in the 
mould of cut and dried facts and figures. Hendrick Willem 
Van Loon, known to many people as the author of “The 
Story of Mankind”, has written a book that makes 
geography a delight for both young and old. His book, 
“The Home of Mankind: The Story of the World We Live 
In”, has a fascination that is bound to make it popular.“ 
He states that he has paid attention to the human side 
of geography. Man comes first, his physical environment 
and background come next, and the rest is given what- 


ever space remains. The book is thus really a combination 
of history and geography. History is the fourth dimen- 
sion of geography. It gives it both time and meaning.” 

The first seven chapters are devoted to the planet earth; 
to maps and the way in which people siowly learned to 
find their way about the earth; to the seasons; to the 
little spots of dry land, and why some of them are called 
continents; and so on. In the chapter on the planet the 
reader is shown how mountains have been formed, how 
the gulf stream flows, and earthquakes and glaciers are 
discussed, and many other things. 

The second section of the book, devoted in turn to the 
several countries of the world, holds the greater interest. 
Each chapter may be read as a self-contained story. The 
author has a way of telling his tale that instructs, interests 
and amuses his readers. One or two examples must 
suffice. France is shown as the country that has every- 
thing she wants; one almost wants to be a Frenchman on 
reading this chapter. The conformation of the country 
round Paris is described and is shown to have determined 
the outcome of several military campaigns in history. 
Germany is “the nation that was founded too late”. Russia 
is described as the country that could not find out whether 
she was part of Europe cr Asia. Siberia is depicted as 
a huge prison, and present-day Russia is shown as a factor 
to be considered by the rest of the world. “Time will show 
us what is to become of this strange experiment, this 
Asiatic mysticism combined with the European sense of 
actuality.” The Dutch East Indies is the tail that wags 
the dog. Australia is the stepchild of Nature. The fauna 
of Australia lend themselves well to the author's happy 
style; he finds in Australian rabbits a theme for a good 
story. He is, to say the least of it, inaccurate when he 
writes of Australian workers: “And the working men have 
been so thoroughly steeped in advanced trade union prin- 
ciples that a large proportion of them are incompetent or 
indifferent, and cannot live without a great many public 
holidays devoted to sport and horse-racing.” He has 
some sensible remarks to make on the unpopulated parts 
of the Australian continent. 

Any reference to this book would be incomplete with- 
out mention of the illustrations from the author’s own 
pen. They are most original and help to make the book 
the interesting volume that it is. This description of the 
book is admittedly inadequate. Our advice is to buy it. 
Once bought, it will be read from cover to cover. 


ALLERGY IN SUMMARY. 


ANYONE who desires to read a summary of the present 
knowledge of allergy may do so in G. H. Oriel’s “Allergy”, 
published in the Pocket-Monographs on Practical 
Medicine“. In eleven short chapters he deals with experi- 


mental data, clinical aspects and theories of allergy in 


such a way that gives one the impression that the book 
is a collection of notes. As a pocket monograph it covers 
a huge field, but the subject suffers greatly on account of 
the brevity of the work. The question of treatment in 
each of the allergic conditions is outlined, but in such 
a manner as to be of little value in practice. 

H. W. Barber has contributed the foreword which deals 
chiefly with proteose“; and one chapter of the book is 
allotted to antigens in the urine, that is, “proteose,” 
although no mention is made of treatment by its injection. 

In the discussion on methods of desensitization there 
is a warning that if an excess of antigen is used, the 
patient becomes resensitized. However, there is no help 
to guide the reader at what point injections should stop 
before an excess is given. 

As far as our present knowledge indicates, there are 
probably but few points omitted, and the forty-three 
references at the end of this comprehensive little book add 
greatly to its value. However, it should be more valuable 
to the medical student than to the doctor who is wy 
for the finer points in treatment. 


The Home of Mankind: Bg Story of the World We Live 
by H. W. Van Loon; London Harrap 
illustrations 


1 “Pocket Practical Medicine 
g. H. Mae with foreword by H. W. 
8vo., pp. Price: 2s. 6d. net. " 
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should be typed with double or treble spacing. Car don 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 

eferences to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), num ber of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


FOOD AND SMALL INCOMES. 


Tue provision for the community of food 
adequate both in quantity and quality is a problem 
that has several aspects. To the medical practi- 
tioner, the advocate of preventive medicine, the 
question of diet is of utmost importance. The 
human body is a machine that can carry on its 
function only if it is supplied with suitable fuel 
to be burned in its metabolic furnace. The com- 
parison of the body to a steam engine is not inapt. 
Steam can be generated in a steam engine with 
various kinds of fuel, but the best results will be 
obtained with fuel of the highest grades. The 
human body will be at its highest point of efficiency 
only if its fuel is of a high grade—if the proportions 
of protein, carbohydrate and fat are wisely 
adjusted, if the requisite accessory food factors or 
vitamins are included, and if there is no shortage of 
mineral salts. The members of the medical profes- 
sion, taken as a whole, would probably have to plead 
guilty to the indictment that they did not pay 
sufficient attention to diet in the treatment of 
patients. Moreover, some practitioners would prob- 
ably be hard put to it to give a reliable opinion on 
the dietetic needs of the different types of the 


supposedly healthy body in its everyday activities. 
There is a regrettable tendency to leave a great 


deal of the dietetic management of patients to non- 
medical people, the so-called expert dieticians; and 
dieting in health is sometimes scornfully regarded 
merely as the fad of women who worship the slim 
and sylph-like figure of the fashion plate. If the same 
attention were paid to the food of adults as is paid 
to feeding of infants, people would be better able 
to withstand disease and their enjoyment of health 
would be keener. 

Were there no shortage of food, or, rather, of 
money to buy food, there would be no difficulty in 
providing people with the right kind of food. At the 
present time, however, unemployment is found in 
every country, and the provision of food presents 
in many places a serious problem. On a previous 
occasion emphasis has been laid in these columns 
on the need for attention to the vitamin content of 
food supplied by the Government and other bodies 
for the relief of those in distress. As far as can be 
gathered, food relief is not undertaken in a hap- 
hazard fashion, and an effort is made to secure for 
the destitute a diet that is not deficient in 
essentials. If we turn our attention to those not 
actually destitute, we find that the incomes of 
many people have been seriously reduced, and they 
are hard put to it to make both ends meet. There 
is no doubt that some of these people try to cut 
down the money spent on food, that they may have 
something to spend on fleeting and maybe foolish 
pleasures. Many of them, of course, do not know 
that there is such a thing as food value, and it is 
the duty of medical practitioners to seize every 
opportunity of teaching them something about the. 
subject. 

This matter has been suggested for * 11 by 
the appearance of an article in the March, 1933, 
issue of the Quarterly Bulletin of the Health 
Organization of the League of Nations, from the 
pen of Dr. W. R. Aykroyd. Dr. Aykroyd writes on 
diet in relation to small incomes. For present 
purposes there is no need to follow Dr. Aydroyd in 
his interesting discussion of conditions in England 
and in Germany; he discusses food in terms of 
calories and of money. The following quotation 
will show the principles on which he works: 
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Calories, proteins, fats, mineral salts and vitamins must 
all be taken into account in the construction de novo of 
an adequate diet, or in judging whether a particular diet 
is satisfactory, or in attempting to discover satisfactory 
methods of laying out small incomes on food. But in all 
practical work in the field of dietetics it is obviously 
necessary to consider not only fundamental principles, 
but existing custom. As a general rule, an adequate diet 
for any particular class or nation could be constructed 
only within the framework of familiar dietary habits. 


After referring to dietary propaganda, he states 
that educational matter issued by public health 
authorities, charitable organizations et cetera, 
desirous of improving the nutrition of the poor, 
usually includes precepts such as the following: 


1. A diet in which bread, potatoes and margarine figure 
prominently requires to be supplemented with large 
quantities of milk, cheese, or green vegetables to ensure an 
adequate intake of calcium and other food factors. 

2. A certain amount of unmilled cereal should be eaten. 

3. A large intake of milk—a litre per day or more—is 
necessary for growing children and pregnant and nursing 
mothers. 

4. Skim milk, cheaper than whole milk, is as valuable 
a food, except that it lacks fat and vitamins A and D. 

5. Cheese is a cheap source of animal protein and 
minerals, and should bulk fairly largely in the diet. 

6. If no butter is eaten, green vegetables and carrots, 
which contain vitamin A, should be consumed in greater 
quantities. 

7. Greater use should be made of “vitaminized” 
margarine. 

8. Fat fish, such as herring, is a cheap source of valu- 
able food factors and should, if possible, figure in the diet. 

9. Muscle meat is a less valuable foodstuff than glandular 
organs or blood; the consumption of blood or liver sausage 
at the expense of muscle meat is a change for the better. 

10. Infants and children need cod-liver oil, which 
supplies vitamins A and D, as an addition to the ordinary 
diet of Western civilization; freedom from rickets cannot 
be assured without such provision. 


Obviously these pronouncements would have to 
be altered for Australian conditions, but they show 
the lines along which teaching should be given to 
the public. It is also obvious, and the point must 
again be emphasized, that no one who was not 
completely foolish would attempt to foist such a 
dietary scheme as that just quoted on people who 
had no hope of being able to buy the articles of food 
mentioned. Dr. Aykroyd stresses this when he 
writes that tact and skill are needed in preparing 
propaganda with the object of improving the diet 
of the necessitous. “Such propaganda may easily 
become insulting if directed at a population 
struggling to feed itself on a totally inadequate 


wage or allowance.” He goes on to refer to the 
irony in urging the use of frugal, if well-balanced, 
diets in a world suffering from over-production of 
foodstuffs. The question of the basic wage and of 
the standard of living thus opened up must be 
dismissed with the statement that no basic wage 
can be considered satisfactory unless it is so 
planned that it will enable all wage-earners to 
provide themselves and their dependants with a 
well-balanced diet. The final fact in the present 
discussion is that the mere provision of money will 
not necessarily result in improved nutrition and 
growth. This was shown some years ago by Paton 
and Findlay in their investigations for the Medical 
Research Council on poverty, nutrition and growth 
among children in Scotland. They found that the 
factor which played a large part in determining the 
condition of the child was what they called the 
maternal efficiency. They found that maternal 
efficiency was more closely associated with varia- 
tions in the condition of the child than poverty or 
underfeeding. They thought that maternal efficiency 
was not directly and immediately associated with 
poverty, but was to some extent associated with 
the size of the family, with overcrowding, and with 
maternal health. The end of the whole matter is 
that educative measures regarding food must go 
hand in hand with inculcation of all the principles 


of family hygiene. 


— 


Current Comment. 
THE IMMUNITY PROBLEMS OF TUBERCULOSIS. 


As more and more evidence accumulates on the 
complex subject of pulmonary tuberculous infection, 
it seems more difficult to make a positive pronounce- 
ment on certain aspects of the problem. At first 
sight it is simple. Here is an infective process 
due to a specific cause. The infectivity of the 
agent is proven; known also are the portals of 
entry. Pulmonary tuberculosis, with its ready 
facilities for the traffic of infectious material, thus 
seems to present a perfectly straightforward issue. 
But experience has proved that this is not so, There 
is now available considerable evidence to show that 
consumption as such is really not commonly trans- 
mitted from person to person. That the phthisical 
subject transmits a tuberculous infection is true, 
but does he hand on, as it were, his own phthisis 
to others? While this may occur in certain cases 
of exposure to extremely massive doses of the 
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Mycobacterium tuberculosis it seems to be unusual. 
Tuberculous patients do not appear to constitute a 
formidable risk to other adult persons, provided 
these have some degree of immunity. Here is the 
point. The child starts, as it were, from scratch. 
If protected from contact with this well-nigh 
universal infection, his virgin soil may bring forth 
a devastating crop of disease in response to external 
insemination, as has happened with native races. 
The . civilized adult, then, appears to have some 
degree of immunity, perhaps both natural and 
acquired. Whether adult tuberculosis is an 
extension of a prior infection due to or associated 
with some fall in resistance or perhaps added 
external contagion need not be here discussed. 
The point at issue at present is what degree of 
immunity is afforded the child by a primary 
tuberculous infection. If he survives his first dose 
or doses, is he more proof or less proof against 
subsequent inroads whether these come from within 
or without? 


Chester A. Stewart seeks to throw light on this. 


question by summing up his experiences at a school 
for tuberculous patients over a period of ten 
years.“ Eighty-four consumptive patients have 
been studied, these being culled from a total of 
10,000 children examined for tuberculosis. Of these 
eight-four, four children gave completely normal 
results to all investigation when first examined: 
tuberculin tests gave no reaction, and radiographic 
study revealed no abnormality. Nevertheless, after 
three to ten years they were found te be consump- 
tive. No information is forthcoming as to how they 
were infected. Another group of 19 children had 
evidence of pulmonary reinfection on first study, 
and these also gave no help in the inquiry. In a 
third group of twenty-five the tuberculin tests gave 
positive results and radiological evidence was at 
hand supporting the diagnosis of a “primary” 
infection (calcified deposits in hilar glands or 
infiltrations of the type described by Ghon with 
associated glandular deposits). But in addition 
there were parenchymatous infiltrations called 
“reinfection tuberculosis” by Stewart. In thirty- 
six other children the evidence of primary infection 
was present at the first examination and 
“reinfection” tuberculosis was found subsequently. 
Stewart remarks anent these last two groups that 
the so-called “adult type” of tuberculosis occurs 
with appreciable frequency in childhood. The 
reality of the true pulmonary tuberculous infection 
in children has been emphasized by Opie and Ghon 
in the past and this work confirms the impression. 
Stewart also makes the point that the resistance 
of the child at the time of the first infection must 
be higher than is often thought, for he usually repels 
the invader with tolerable success. But the effort 
may not enhance his immune power, in fact in the 
cases cited it apparently has not done so, for 
subsequent infiltrations occurred. The author’s 
thesis is that the opinion that infected individuals 


are protected must be abandoned until clear proof 
thereof is found. He considers that a primary 
tuberculous infection is distinctly unfavourable: 
it is far from being an asset. He also states that 
reinfection, whether exogenous or endogenous, will 
not produce a necessarily benign type of disease. 
But it must be remembered that these observations, 
though carefully made and controlled, concern only 
a delimited section of the community. We are apt 
to forget that the individual constitution of a 
person or a family must play an important part. 
And surely there must be very large numbers of 
persons in the community who have received doses 
of tuberculosis insufficient to produce recognizable 
disease. What happens to these? Is their immune 
mechanism stimulated or depressed? Experience 
with the children studied by Stewart is not 
sufficiently representative to answer this question, 
but in view of the fact that a community does 
gradually attain some degree of immunity, 
protection surely is sometimes gained. Natural 
selection must of course be taken into account also. 

Amid all this speculation we can accept as a 
reliable and useful fact, at least, that children who 
present evidence of a supposedly primary tuber- 
colous infection are not of necessity protected by 
this experience of bacterial warfare. Their sinews 
are often not strengthened by this early combat and 
they may fall victim to a subsequent onslaught. 
This may seem a truism. But though the great 
importance of childhood infection is recognized by 
all in connexion with adult tuberculosis, perhaps 
of recent years we have looked rather too 
tolerantly upon the “natural method of protection” 
by active immunization as a recognized accompani- 
ment of contact with the hard world. We are better 
equipped in this campaign than our predecessors, 
for radiology has helped to thrust home the lesson 
that the infected child or adolescent is not 
necessarily of delicate type. When the author of 
this article summarizes the position by saying that 
“the only method by which consumption can be 
prevented is through the prevention of tuberculous 
infections” we must agree with him. The prophy- 
laxis of pulmonary tuberculosis, like charity, begins 
at home, and like many of the more useful social 
manifestations of charity, begins also with the 
young child. 


THE NEW PHARMACOPGIA. 


ATTENTION is drawn to a letter appearing in this 
issue, on the subject of the new British Pharma- 
copeia, from the pen of Dr. John MacPherson, 
Lecturer in Materia Medica at the University of 
Sydney. Readers are also reminded of a review 
of the pharmacopeia published in this journal on 
October 1, 1932. The recommendations made in the 
pharmacopeia should be adopted. While medical 
practitioners may take some time to accustom them. 
selves to some new names, they can readily adopt 
Arabic numerals in their prescriptions and omit all 
use of the drachm and of the ounce symbol. 


| 
| 
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Abstracts from Current 
chedical Literature. 


GYNACOLOdx. 


Radiological Sterilization. 


H. Jacost anp J. LI x (Monats- 
schrift für Geburtshiilfe und Gynd- 
kologie, May, 1933) have reviewed the 
results in 383 cases in which the 
menopause was produced by the use 
of X rays. The dosage used was 360 
„ and ‘full details of the technique 
employed are given. Excluding twelve. 
patients lost sight of and four deaths. 
from extraneous causes, there was a 
96% success in producing cessation of 
the menses in the remainder. The 
largest group of cases comprised those 
of metropathia. hamorrhagica, in 
which the diagnosis was controlled 
by a preliminary curettage. The 
second group consisted of cases of 
prolonged and frequent menopausal 
bleeding associated with normal find- 
ings on palpation and examination of 
the ‘uterine scrapings. The third 
group comprised interstitial myomata. . 
Pedunculated subperitoneal and sub- 
mucous fibroids were excluded. In a 
instances castration was per- 
formed for general diseases, such as 
pa ulmonary tuberculosis and epilepsy. 

he authors had also used X rays to 
sterilize some patients with a history 
of difficult labour. With the excep- 
tion of three patients, all the women 
were over forty years of age. No 
further hemorrhage occurred in 28%, 
one period more was noted with 38%, 
and 26% had two further’ periods. 
There was some evidence that if the 
treatment was given in the first half 
of the menstrual cycle, the amenor- 
rhwa was quicker in onset than if 
— treatment was given later in the 
cycle. 


‘Menopausal Symptoms Following 
Gynzecological Operations. 

R. Gras (Monatsschrift fiir Geburt- 
skülfſe und Gyndkologie, November, 
1932) has analysed the after-effects of 
various gynecological operations as 
regards the extent of menopausal. 
symptoms which may develop. In 
those cases in which the uterus and 
functioning ovarian tissue are left in 
situ, no symptoms arise which can be 
ascribed to the operation: When the 
uterus alone is removed, menopausal 
symptoms developed in 40% of the 
patients within six months. As the 
majority of these were already over 
forty years of age, it may be assumed 
that many were approaching the 


extirpation of the uterus tends to pro- 
duce ovarian atrophy. Investigation 
of the results of hysterectomy with 
partial removal of the ovaries shows 
clearly the advantage of retaining 
some portion of ovarian substance, 
for 17% of the patients had no 
untoward symptoms. While such 
symptoms are undoubtedly unpleasant 
in many instances, they are unbear- 


‘tion of the Graafian follicle. 
curves were observed in afebrile cases 


lesions. 


the prognosis of 


matory lesions. 
tion with the formation of an hemato- 


. litis of pregnancy. 


treatment, venesection associated with 
radiation of the pituitary area gives 


the best results not ‘only for the 
artificial, but also for the natural 


menopause. 


Variations in Temperature During 
the Menstrual: Cycle. 


I. Jacosy (Monatsschrift fiir Geburt- 


shülfe und Gynckologie, November, 
1932) has studied the effect on the 


body temperature of the various 
stages of the menstrual cycle. She 
summarizes current views on the sub- 


: ject and states that an increase in 


temperature is to be expected in the 
latter portion of the intermenstrual 
interval, with its maximum just 


before or during the onset of men- 


struation. The minimum temperature 


is noted during the last two days of 


the period. Occasionally cases are 
observed in which no changes occur. 


The author could not confirm the 


observation that the rise in tempera- 
ture was coincident with the matura- 
Similar 


of inflammation of the tubes and 
ovaries. Naturally, in the presence of 
fever the range of temperature. was 


accentuated. 


Diagnostic Value of the Blood 
Sedimentation Rate. 


A. S. ByrcHowsKAJA (Monatsschrift 


fiir Geburtshilfe und Gynikologie, | 


November, 1932) has epitomized his 
experiences of the clinical value of the 
sedimentation rate in gynecological 
Innocent tumours and non- 
inflammatory lesions of the genitalia 
give a normal rate. In the early 
stages of malignant disease the rate 


is generally normal, while in advanced 
cases an increased rate is often found. 


Estimation of the rate is of value in 
inflammatory 
adnexal disease. The author considers 
that the blood sedimentation rate is 
useless in the differential diagnosis of 
ectopic pregnancy and pelvic inflam- 
In old ectopic gesta- 


cele or following fresh inflammatory 
reactions around the site of the 
ectopic pregnancy the rate may be 
increased. While the rate is not 


‘absolutely specific in gynecological 


diseases, a normal figure excludes a 
virulent infection. A rate under one 
hour does not always contraindicate 
cperative interference, and clinical 


‘observation must always be given 


first place in the decision regarding 
operation. 


The Treatment of Pyelitis. 
E. Srark (Monatsschrift für 


Geburtshülſe und Gyndkologie, April, 


1933) discusses the treatment of pye- 
In her series of 
72 patients, 59 were successfully 
treated with alkalis and intravenous 
injections of “Trypaflavin”. Among 


the remaining 13 success followed the 


use of ureteral catheterization with 
retention of the catheter for periods 


vis was 


is liable to occur. 
a hematoma in the broad ligament 


it acted 


to thirty-six t h 
able in quly a few cases. — + 0 fonts ht hours. 


employed in most instances. The 
author preferred for this purpose a 
0-03% solution of hydrogen peroxide 


or 8 one in 4,000 solution of silver 
nitrate. 


In any case resistant: to 
ordinary therapeutic measures renal 
lavage is important and should always 
be performed. The course of the 


complaint is greatly 1 and 


interruption of pregnancy 


obviated. 


Perforation of the Uterus. 
T. SyrowaTKo (Monatsschrift fiir 


 Geburtshiilfe und Gyndkologie, Decem- 
ber, 1932), as a result of his experi- 


ences at an abortion clinic in Moscow, 
considers that the risks of perforating 
the uterus when the operation is done 
by an expert should not be more than 
one case in a thousand. Naturally 
the immediate recognition of such a 
mishap materially affects the prog- 
nosis. When the perforation is caused 
by a sound, dilator or small curette, 
and no infection is present, expectant 
treatment is the best procedure. In 
such circumstances the operation can 
be carefully completed. If, however, 
the curette or ovum forceps be intro- 
duced into the abdominal cavity, and 
particularly if any manipulations 
have occurred in the peritoneal] cavity. 
laparotomy is indicated, as in most of 
these prolapse of abdominal viscera 
The formation of 


and connective tissues is best treated 
by conservative measures. From his 
experience no harmful results are to 
be expected in future pregnancies and 


_ labours. 


“Coramine” and “Pernocton” 
Anesthesia. 

K. (Monatsschrift fiir 
Geburtshiilfe und Gynikologie, March, 
1933) discusses the value of “Cora- 
mine” in the prevention and treatment 
of complications associated with the 
use of “Pernocton” as an anesthetic. 
His series of 500 cases comprised 150 
in which “Pernocton” had been used 
as a basal anesthetic in association 
with ether general anesthesia for 
major abdominal operations, and 350 
cases in which it was the sole anes- 
thetic for minor gynzcological opera- 
tions. He found “Pernocton” especi- 
ally useful during the insertion of 
radium for carcinoma uteri. An 
injection of morphine and _ atropine 
was given one hour before the use of 
“Pernocton”. The dose of the latter 
ranged from four to five cubic centi- 
metres administered at the rate of 
one cubic centimetre per minute, and 
stopped whenever the patient became 
unconscious. The use of “Coramine” 
to prevent or alleviate any untoward 
symptoms. of “Pernocton” anesthesia 
was fully investigated in a series of 
112 cases. When given intravenously, 
instantaneously and an 
increase in the rate and depth of 
respiration was observed. This 
reaction took from seven to ten 
minutes to occur if the drug were 
intramuscularly. The 

best results in cases of emergency 
were observed by the combined use of 
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one to two cubic centimetres intra- 
venously and five cubic centimetres 
intramuscularly. In conclusion, the 
author considers that “Coramine” is a 
very valuable aid in the reduction or 
abolition of any ill effects of Per- 
nocton” anesthesia, It is of particular 
value in cases of circulatory or pul- 
monary disease, where it should be 
combined prophylactically with anzs- 
thesia secured by the intravenous use 
of “Pernocton”. 


OBSTETRICS. 


The Effect of Reproduction upon 
Insanity. 


A. LEYLAND Ropinson (The Journal 
of Obstetrics and Gynecology of the 
British Empire, February, 1933), by 
means of a questionnaire to ninety- 
five British alienists, ascertained their 
opinion on the effect of the process 
of reproduction upon the incidence of 
insanity, the value and validity of 
eugenic methods in the control of 
reproduction, and the employment of 
therapeutic abortion for mental 
disease. Results suggest that child- 
bearing is not a specific cause of 
insanity, but may act as an exciting 


or disturbing factor in the presence 


of an hereditary predisposition and 
physical or mental stress. The super- 
vention of pregnancy upon the men- 
tality of an insane patient is likely 
to be harmful when the pregnancy 
itself is abnormal or the environment 
and physical health of the patient are 
unsatisfactory; special risk is entailed 
for patients when there is a family 
tendency towards mental disease, or 
a history of previous attacks. The 
reply to the question whether the off- 
spring of a mentally affected patient 
may be mentally healthy brought forth 
an answer in the affirmative. The 
justification for abortion when there 
was a history of cured mental disease 
or active mental disease was looked 
upon with little favour, except in 
certain conditions, such as the onset 
of mania with violence during preg- 
nancy, leading to exhaustion, and the 
development of mental symptoms by 


a woman who has suffered from 


insanity during a previous pregnancy. 
The final conclusion on this very 
important subject is that, when all 
ethical and sentimental objections 
have been set aside, there is no scien- 
tifie evidence to show that the intro- 
duction of legalized abortion and 
sterilization would produce any 
results commensurate with the prac- 
tical difficulties, disadvantages and 
actual dangers that are inseparable 
from the practice of operations for 
the prevention of conception or the 
interruption of pregnancy. 


Treatment of Transverse 
Presentation. 
W. A. CHatTunzew (Monatsschrift 
Geburtshilfe und Gynikologie, 


fir 
April, 1932) discusses the treatment 
of transverse presentat 


ion, and in par- 


nephritis. 


ticular of the neglected oulder 
variety. If version can be performed, 
it should be done. In cases of prema- 
ture rupture of the membranes 

n section is to be preferred. 
The maternal mortality is not 
increased, while the fetal risk is 
reduced almost to nil. These results 
are obtained only when the section 
is done as soon after the rupture of 
the membranes as possible and before 
any vaginal examinations have been 
made. Cesarean section is also 
indicated in elderly primipare, in 
rigidity of cervix and soft parts, in 
myomata and contracted pelvis of a 
moderate degree, and so forth. These 
complications in themselves cause a 
high fetal mortality when delivery is 
effected by the vaginal route. Cesarean 
section is not indicated in cases of 
neglected shoulder persentation except 
in cases of threatened rupture of the 
uterus, when vaginal delivery is likely 
to be very difficult and dangerous. In 
such circumstances Cesarean hysterec- 
tomy should be performed. 


Toxzemia of Pregnancy. 


A. Daty (The Journal of Obstetrics 
and Gynecology of the British Empire, 
April, 1933) records the results of 
treatment of patients with albumin- 
uria of pregnancy. The method was 
that laid down by Cameron in The 
Lancet, Volume II, 1932, page 732, and 
its object is to raise the calcium and 
bicarbonate content of the serum. This 
is achieved in mild cases by 
administering a tablet containing 
bicarbonate of soda 1-2 grammes (20 
grains), citrate of potash 2-4 grammes 
(40 grains), and calcium sodium lac- 
tate 0-45 gramme (74 grains). In 


mild cases this is given three times 


a day, whilst in the more advanced 
it is given every three hours. When 
this is deemed insufficient, as in 


eclampsia or impending eclampsia, — 


an intravenous injection is given of 
170 cubic centimetres in which are dis- 
solved alkali and calcium. When cal- 
cium alone is given, ten cubic centi- 
metres of a 10% solution of calcium 
gluconate is used. To use the author’s 
own words, the effect of the treat- 
ment was in many cases dramatic. 
The albumin reading falls rapidly 
sometimes in the more severe cases 
to rise again, but responding to a 
further injection of calcium. It was 
noted that on the day before labour 
started albumin frequently reappeared 
in a urine that had been kept clear 
by this treatment. The treatment is, 
of course, quite useless in chronic 
One of the advantages 
claimed is that there is a marked fall 
in the natal and neo-natal mortality, 
for it was shown that in only 2% 
of cases had labour to be induced, 
whilst in a control series induction 
was performed in 66% for failure to 
respond to treatment. 


Bacteriological Control in the 
Prophylaxis of Puerperal Sepsis. 


Joan K. Rose (The Journal of 
Obstetrics and Gynecology 
British Empire, April, 1983) 


of the 
records 


the results of an attempt at the bac- 
teriological control of patients and staff 
in the Elsie Inglis Memoriai Maternity 
Hospital, Edinburgh, during the past 
three years. The plan was to take a 
swabbing from the lower part of the 
vagina and also one from the fauces 
at the first visit of the patient. 
Swabbings were again taken at two 
subsequent visits late in pregnancy. 
Those patients who were found to 


‘have hemolytic streptococci in the 


throat were referred to the ear, nose 
and throat department, whilst those 
with this organism in the vagina 
were referred to a special clinic, All 
members of the staff, including the 
domestic staff, had their throats 
examined when they joined the staff 
and again each month; the students 
were likewise supervised. On an 
average ninety confinements took 
place each month. The patients were 
divided into clean and those con- 
taminated with the hemolytic strepto- 
cocci, and a suspect group, that is, 
those in whom no _ bacteriological 
examination had been carried out 
prior to their admission to hospital. 
The infected patients were admitted 
to special wards and the suspects were 
treated as infected till proof to the 
contrary Was obtained. It was found 
that, contrary to the Aberdeen report, 
nurses were more liable to be carriers 
than doctors. As the result of this 
intensive study of each patient and 
the cooperation of the whole staff, the 
morbidity rate was reduced by 75% 
to 


Full Term Abdominal Pregnancy. 


F. (Monatsschrift 
fiir Geburtshilfe und Gynikologie, 
April, 1933) gives the details of a 
case of full term abdominal pregnancy 
with a living child. The patient had 
two previous normal deliveries and 
an abortion. The main symptoms 
during pregnancy were repeated 
attacks of abdominal pain which were 
considered to be due to the presence 
of adhesions from an earlier abdominal 
operation. For this she received 
diathermy treatment with consider- 
able relief. Abdominal palpation near 
term was indefinite, although fetal 
parts were easily palpable. Vaginal 
examination revealed no presenting 
part. The pain became most pro- 
nounced when the child moved, and 
because of the ease with which fetal 
parts could be palpated through the 
abdominal -wall a provisional diag- 
nosis of ectopic pregnancy was made 
and laparotomy was performed. The 
fetus was found lying in a thin cap- 
sule covered by omentum and loops 
of intestine. This was opened with 
the escape of a little free fluid and a 
living child was extracted, weighing 


3,000 grammes and 48 centimetres 


in length. The fatal membranes, 
placenta, the right broad ligament, 
and a portion of the right cornua of 
the uterus were removed. Convales- 
cence was normal. The infant showed 
no abnormalities on radiological 
examination and left hospital in a 
thriving condition. The literature on 
the subject is reviewed. 
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Special Articles on Creatment. 


(Contributed by request.) 


XIV. 
TREATMENT OF ECLAMPSIA. 


In spite of continued and intensive research throughout 
all civilized countries, the cause or causes of eclampsia, 
the fell disease, which attacks women during the later 
months of pregnancy, or shortly after pregnancy has 
terminated, are still unknown, and the greatest honour 
that the medical world can bestow awaits the one who 
is fortunate enough or clever enough to unravel the 
mystery. 

In an article such as this, which is one of a series on 
treatment of various diseases, one has not the right to 
consider wtiology, much as one might like to discuss the 
various lines of research that have been undertaken within 
recent years. 

The late Whitridge Williams defines eclampsia as 
follows: “Eclampsia is an acute toxemia occurring in the 
pregnant, parturient, or puerperal woman, and is usually 
accompanied by clonic and tonic convulsions, during which 
there is unconsciousness followed by more or less 
prolonged coma, and frequently results in death.” 

Eclampsia is called a toxemia of pregnancy and it is 
one of the most acute diseases that a medical practitioner 
may be called upon to treat, its duration may be from a 
very few hours up to possibly three or four days; most 
of the cases have a duration of under twenty-four hours. 
By this I mean that the convulsions and coma which are 
characteristic of the vast majority of cases do not persist 
for longer than that period, although the mental aberra- 
tions which often follow upon an attack of eclampsia may 
be present for some time longer. 

It may be as well to consider what are the actual causes 
of death in eclampsia, as it assists us in the treatment by 
emphasizing certain aspects. 

The following statement from a well-known textbook 
is one which I think states the case in a nutshell, it is as 
follows: 

The immediate cause of death is usually edema of 
the lungs or apoplexy, though if the fatal issue is 
postponed for several days, it is usually attributable 
to pneumonia, or puerperal infection. 


Therefore, the main objects of treatment should be to 
keep the airway clear, to control the fits and to interfere 
as little as possible with the genital passages. 


Prophylaxis. 


As the majority of cases of eclampsia are preceded by | 


a longer or shorter period of what has been variously 
termed toxemic albuminuria of pregnancy, ptic 
toxemia or preeclampsia, one usually has evidence of 
the possibility or S of eclampsia supervening if 
antenatal supervision has been consistently carried out, 
although in some cases the attack comes without warning 
like a bolt from the blue. 

If symptoms and signs of preeclamptic toxemia are 
present, treatment will prevent the onset of convulsions in 
the majority of cases, but not in all. 

There is no doubt that even when the so-called near 
danger signals of eclampsia, namely, vomiting, dimness of 
vision and epigastric pain, are present, elimination and a 
restricted diet may prevent the onset of eclampsia, or may 
hold off the fits till labour is induced. 

Recently I have been very favourably impressed by the 
quick improvement in preeclamptic cases following upon 
the use of the calcium and alkali tablets recommended 
by Cameron of Glasgow in The Lancet of October 1, 1932. 


Careful Nursing is Essential. 


' Eelampsia is a disease in which dangers arise not only 
during the attack itself but also after the attack is over. 


tabulated 
(ii) reduction of blood pressure, (111) 


Dangers arising during the period following the attack, 
such as pneumonia and uterine infection, are gen 
due to defects in the handling of the case by the nurse 
or the medical practitioner during the attack. 

Careful nursing is all important and no pains should 

Treating a patient with eclampsia in a well-equipped 
maternity hospital, where the senior nurses have had much 
experience in the handling of eclamptic patients, is much 
easier than treating similar patients in a private house. 

The aim of both the medical and nursing attendant 
should be not only so to conduct the treatment of the case 
that the fits are controlled as soon as possible, but also to 
ward off complications by strict attention to the details 
mentioned later on. 


Prevention of Injury.—Whilst the patient is in the fit 


she must be prevented from injuring herself, and as * 


is especially likely to bite her tongue, this has to 
guarded against. 

The nurse attending to a woman suffering from 
eclampsia should be constantly on the watch for the 
premonitory symptoms of a fit, such as a fixed expression 
of the eyes, or slight twitching of the facial muscles, or 
a pained expression of the face. If these appear, she 
should place something between the patient’s teeth before 
the fit commences, a covered clothes peg makes the best 
gag for these patients; failing this the handle of a spoon 
well wrapped with lint or rag will do. If, however, the 
patient has passed into the short stage of tonic spasm, 
the attendant should not attempt to force the teeth apart, 
efforts to do so will almost certainly cause damage to 
the teeth or gums, and will not prevent injury to the 
tongue if it is already gripped by the teeth; the nurse 
should wait until the tonic spasm relaxes and before the 
clonic spasms commence slip in the gag and thus 
prevent further damage to the tongue. 

Protection of the Lungs—Pulmonary edema is a 
frequent cause of death during eclampsia, and pneumonia 
a common cause of death a few days after the attack 
ceases. Both of these complications are diminished in 
frequency by careful nursing, as they are often caused by 
the sucking of mucus and vomited foodstuff into the 
lungs whilst the patient is comatose. 

As far as possible during convulsions and as long as 
coma persists, keep the head low and have the patient 
lying on her side so that mucus and vomit will flow out 
of the mouth. The position should be changed from right 
to left or vice versa about every two hours. It is essential 
to cleanse the mouth and throat with swabs just after a 
convulsion passes off, in order to keep the airway clear. 

Oxygen should be given if cyanosis persists after a 
convulsion ceases. 

The medical attendant should make sure that the nurse 
realizes the vital importance of this part of the treatment. 

Avoid Anything which Might Stimulate Convulsions.— 
During eclampsia there is a very greatly increased 
irritability of the central nervous system, and as every 
fit increases the risk of damage, and it may be ge 
damage, to the patient, it is of the utmost importance to 
make sure that all sources of irritation are avoided. A 
stimulus travelling to the brain from any source may 
provoke fits. Therefore: 

1. The patient should be in a room by herself and under 
constant observation. The light should be shaded, but 
as accurate observation of the face is essential, the room 
should not be too dark. 

2. All noise should be eliminated. ; 

3. Examinations and manipulations of the patient should 
be reduced to a minimum, and the unavoidable examination 
or treatment performed as quickly and as gently as 
possible, under light chloroform anesthesia; if, how „ 
the patient is comatose or deeply under the influence 
sedatives, chloroform need not be given. 


Treatment which Tends to Prevent Fits. 
There are three main lines of treatment which may be 
shortly under the 2 of: (i) sedatives, 
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that sedatives are of slightly more 


In treatment one should aim first of all at reducing 
nervous irritability, then or simultaneously at reducing 
the height of the systolic blood pressure, and finally if 
thought fit at eliminative methods of treatment. 


Sedatives, 


There is not the slightest doubt that one should com- 
mence using sedatives as soon as possible after the 
first fit. Each succeeding fit adds to the gravity of 
the condition and sedatives by lessening the irritability 
of the nervous system, tend to prevent fits. 

A single dose of a sedative may be all that is needed 
in the mild case of eclampsia, where the patient promptly 
recovers after one or two fits; but one should always 
remember that several fits may occur, and that the sedative 
or sedatives should be repeated so that the patient is under 
the effect of some sedative for about twelve hours. In 
the more severe type of case sedatives should be 
administered over a longer period, and in larger doses 
than in the mild case. 

Morphine has held pride of place for many years in most 
parts of the world. Usually 0-02 to 0-03 gramme (one- 
third to one-half grain) is administered hypodermically 
at the onset, and further injections are given later if the 
fits persist; I rarely use more than 0-09 gramme (one and 
a half grains) in twenty-four hours. 

Other sedatives may be given in conjunction with 
morphine. Some authorities use chloral hydrate by mouth 
or per rectum; others use 20 cubic centimetres of a 10% 
solution of magnesium sulphate given either intra- 
muscularly or intravenously. 

Some of the newer drugs which are used as basal 
anesthetics have been used instead of morphine; whether 
they will replace morphine remains to be seen. Intil 
I read better results from their use, I shall continue to 
use morphine. P 

Chloroform.—A great deal has been written about the 
dangers of chloroform as an anesthetic in this toxemia 
of pregnancy. Used as it should be in eclampsia, that is 
in minimum doses, and in conjunction with other sedatives, 
it seems a safe drug. I cannot remember seeing any case 
in which it has done harm. I certainly prefer it to ether, 
as it is pleasant and easy to take, does not irritate the 
lungs, and tends to reduce blood pressure. 

During the necessary manipulations incidental to treat- 
ment and especially in connexion with elimination in the 
earlier stages of the disease, light chloroform anesthesia 
is necessary to lessen the risk of the unavoidable stimuli 
causing convulsions. 

One often sees statements in textbooks that chloroform 
should be given during convulsions to shorten them, this 
seems to me a foolish idea as, firstly, the actual fit lasts 
from half a minute to a minute and a half, rarely 
longer. Secondly, during the tonic stage of the fit the 
patient does not breathe, and during the clonic stage the 
airway tends to become blocked with mucus, saliva and 
vomit, and one’s attention should be riveted on keeping 
the airway clear rather than on getting the patient 
anesthetized. Thirdly, at the termination of the fit the 
patient in the ordinary course of events is comatose for 
a longer or shorter period, and to lengthen or deepen 
the coma by giving chloroform in amounts large enough 

to be dangerous, seems to be the height of stupidity. 

Earlier on under the heading of nursing treatment I 
have mentioned the symptoms and signs which indicate 
the probable onset of a fit. If these are present I think 
the inhalation of a small quantity of chloroform, twenty 

to thirty drops, is called for, and we can then, if necessary, 
inject other drugs which will relieve nervous irritability 
or reduce blood pressure or possibly both. 


Reduction of Blood Pressure. 


An elevation in the height of the systolic blood pressure 
is usually found early in preeclamptic toxemia, in fact 
it may be the earliest departure from the normal, albumin- 
uria ng some time later. A further increase in 


the blood pressure is often what has been termed a near 
danger signal of the onset of eclampsia, and further, as 
succeeding eclamptic fits are often preceded by similar 
increases in the height of the blood pressure, it seems 
logical to try to control the condition by reducing the 
blood pressure by some means. 

In addition when one takes into consideration the fact 
that a large number of women suffering from eclampsia 
die from hemorrhages into the brain, reduction of blood 
pressure, which will tend to limit brain injury, seems to 
be an essential part of any scheme of treatment. 

For more than twenty-five years we of the Honorary 
Medical Staff of The Royal Hospital for Women have 
aimed at the reduction of blood pressure as one of the 
means of controlling or preventing fits. Reduction is no 
doubt produced by drugs which have other actions; for 
example, morphine given as a sedative will in some cases 
reduce the blood pressure, as will also magnesium 
sulphate given primarily as a purgative. 

The main methods of reduction of blood pressure at 
the above mentioned hospital have been by the sub- 
cutaneous injection of veratrone (Parke Davis and 
Company) which is a physiologically standardized solution 
of the active principles of Veratrum viride, and by 
venesection; both ‘of these quickly reduce the blood 
pressure. 

Venesection, drawing off from 300 to 450 cubic centi- 
metres (ten to fifteen ounces) of blood, is usually 
reserved for those cases in which there is persistent 
cyanosis and for post partum eclampsia when morphine 
fails to control the convulsions, but it can be used in any 
case if veratone is not obtainable. Veratrone is a drug 
that gives good results in the majority of cases; the 
reduction in blood pressure and the slowing of the pulse 
rate which it produces are followed by cessation of the 
fits. The period during which the blood pressure is 
reduced and the pulse rate slowed following an efficient 
dose of veratrone varies in different cases from one to 
four hours, and further doses may be advisable as 
indicated below. 

I usually aim at a reduction of about 60 millimetres in 
the systolic blood pressure, but I particularly aim at 
keeping the pulse rate at about 70 per minute. If one 
does so fits rarely recur. 


Method of Using Veratrone.—Veratrone should be given 
by hypodermic injection and in the majority of cases, in 
divided doses, 0-36 mil (six minims) for the first dose 
followed in from a quarter to a half an hour by 0-24 mil 
(four minims) and if necessary in a similar period by 
a further 0-12 mil (two minims). 

I use the words if necessary because in some women the 
blood pressure and pulse rate fall very quickly and if they 
ys falling too rapidly one may omit or delay the later 

oses. 

The pulse rate should be taken every five minutes and 
the blood pressure should be estimated at least every ten 
minutes, and to avoid disturbing the patient the cuff of 
the sphygmomanometer should be left on the arm over 
the period during which fits are likely to recur. If the 
pulse rate tends to rise above eighty beats per minute 
and certainly if it is above ninety, with as is usual a 
rise in blood pressure, further small doses of veratrone, 
usually 0-12 mil (two minims), are necessary to bring the 
pulse rate and blood pressure down again. 

In very restless patients further sedatives may be used 
instead of, or as well as, further injections of veratrone. 


Elimination. 
Elimination by the intestinal tract may or may not be 


necessary, as indicated in the sections which follow. 


When indicated, the treatment should be employed early 
in the disease, and during the necessary manipulations the 
patient should be under the influence of a sedative, and if 
not deeply comatose, lightly anesthetized with chloroform. 


The Stomach.—If, as sometimes happens, the eclamptic 
attack commences with practically no warning symptoms 
and the patient has a stomach full of undigested or semi- 
digested food, it is certainly advisable to empty the 
stomach by means of the stomach tube. Give the stomach 
a quick wash out, and before removing the tube run in 
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from 60 to 120 cubic centimetres (two to four ounces) of a 
saturated solution of magnesium sulphate. In cases in 
which vomiting has occurred it seems advisable to wash 
out the stomach and then run in the magnesium sulphate. 

In the case of a woman who has been undergoing 
treatment for preeclamptic toxemia by means of reduced 
diet and purgatives, I do not advise washing out the 
stomach and the administration of a purgative; elimination 
by the bowel has failed to prevent the onset of fits and 
is therefore hardly likely to control them. Here one must 
depend on sedatives and reduction of blood pressure. 

The Bowels.—One finds that opinions vary tremendously 
as to the importance of emptying the intestinal tract. 

Stroganoff, of Leningrad, who uses an enema only when 
the lower bowel is loaded, and who does not administer 
purgatives, as he introduces drugs, milk and saline 
solution by the bowel, publishes results unequalled in 
any part of the world. 

At the Rotunda Hospital prolonged and repeated 
washings out of the colon are used, the rectal tube being 
inserted for 30 centimetres (twelve inches) past the anus. 
This colonic lavage is performed under anesthesia, and the 
operation may last from a half to one hour. The lavage 
is repeated in from three to four hours if the bowels have 
not acted in the meantime. 

At one time at the Royal Hospital we used the Rotunda 
method of colonic lavage. Our results were certainly 
worse when using this method of treatment, and there- 
fore we have ceased to use it. I consider that any 
prolonged manipulation under anesthesia has a 
deleterious effect and increases the mortality. 

I advise a high soapsuds enema in the early stages of 
the disease if the bowels have not been emptied, but in 
the treatment of women who have been under treatment for 
preeclamptic toxemia and whose bowels have been well 
purged, the enema is omitted. 

The Kidneys.—One should apply hot packs to the loins, 
and change them frequently in order to try and increase 
the urinary output. 


Do not Interfere with the Pregnancy. 

For the past twenty-five years at the Royal Hospital 
for Women the general policy has been one of conservation 
as regards termination or hurrying on of the delivery. By 
this I mean that eclampsia per se is not considered to be 
an indication for the rapid emptying of the uterus. There 
may be some other condition present which indicates 
operative delivery, but as a rule the pregnancy is not 
interfered with apart from a low forceps extraction 
during the second stage of labour. 

One cannot condemn too strongly the general use of 
Cesarean setion as a means of treatment in eclampsia. 
In this connexion one should always bear in mind: 

1. That in about 25% of the total cases of eclampsia the 
attack comes on after the birth of the child, that is, post 
partum eclampsia. 

2. That in about 25% of cases of intra partum eclampsia 
fits persist after the birth of the child. 

3. Prolonged and deep anesthesia such as is necessary 
for a Cesarean section has a deleterious effect on eclamptic 


women. 

Accouchement forcé is mentioned only to be condemned, 
as all statistics prove that the forcible and rapid termin- 
ation of the pregnancy gives results that are appalling. 

Induction of labour in my opinion should not be 
practised during eclampsia commencing before labour sets 
in; one should wait until the fits have ceased for about 
forty-eight hours. 

I advise induction of labour at that period if the fetus 
is living, as I think the fetus has a better chance of being 
born alive than if induction is left for a week or more. 

If the fetus has perished and the condition of the 
mother is improving, induction need not be hurried, as a 
wait of a week or two will n 


Diet. 

In the acute stages no food is given, but water may be 
taken by mouth. ‘The tissues generally are waterlogged 
and therefore it is inadvisable to inject fluids, either 
intravenously or subcutaneously. 


In prolonged attacks of eclampsia, it may be advisable 
to administer glucose either per rectum or — 

After the eclamptic attack is over diet should be 
increased as soon as diuresis occurs. 


Synopsis of Treatment. 

1. Continuous observation and careful handling by a 
competent nurse. 

2. The earliest possible administration of a sedative. 

3. The sedative followed by some method of reduction of 
the systolic blood prescure. 

4. An early combined obstetrical and medical examin- 
ation and if necessary eliminative treatment under light 
chloroform anesthesia. 

5. Leave the patient alone as far as possible except as 


regards further sedatives and reduction of blood pressure. 


6. A minimum of, or preferably no, obstetrical 
terference. 


in 
J. C. 
M. D., Ch. M. (Sydney), MR. C. S. (Eng.), 
L. R. C. P. (London), F. R. A. C. S., F. C. O. G., 
Professor of Obstetrics, The University of 
Sydney; Honorary Surgeon, Royal Hos- 
pital for Women, Sydney. 


British Medical Association Mews. 


ANNUAL MEETING. 
‘ 

THE ANNUAL MEETING OF ,THE WESTERN AUSTRALIAN 
BRANCH OF THE BRITISH MEDICAL ASSOCIATION was held at 
the Hospital for the Insane, Claremont, on March 19, 1933, 
Dr. Donatp I. Surrn, the President, in the chair. 


Financial Statements. 


The Honorary Treasurer, Dr. F. 1. Guz, the 
balance sheet and financial report for the twelve arr al 
These were received and adopted. 

Dr. T. C. Borod and Dr. 8. were 
Honorary Auditors. 


President's Address and Annual Report. 


Dr. D. I. Smrru delivered his address (see page 167) 
and in accordance with the custom of the Branch, combined 
his address with the report of the Council. 


The report was as follows: 


Obituary. 
D. Cameron, Dr. 


C. D. Kerr, Dr. H. T. Kelsall, Dr. Mildred 


Meetings. ; 
Nine general meetings were held during the year, and 
the average attendance was 41 members at each. The 


J. Bentley, was held at the Hospital for Insane at 


by 
at the Children's Hospital and Dr. H. Stewart at the perth 
Hospital, and a combined meeting took place in conjunction 
with the Western Australian Branch of the Australian 
Dental Association, when twenty-five medical and twenty- 
five dental practitioners were present. 


Post-Graduate Week. 


completely successful post-graduate course was 
osname and during this week a special general meeting 
of the Association was very largely attended, and interest- 
ing papers were read by Dr. Stanley Craig and Dr. John 
Love. Also = this meeting a Ciné-Kodak film of an opera- 
tion by Dr. S. Craig was shown, and proved a popular 
innovation. 
At the end of the post-graduate —— the annual 
dinner of the Branch was held at the Palace Hotel and 
eighty members were present. The function proved a 
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thoroughly enjoyable one, and the guests of honour, Dr. 
Victor Hurley and Dr. Leslie Hurley, were cordially 
thanked for the material contribution that their visit to 
Perth had made to the success of the post-graduate 
meeting. 

Council. 


The Council met twelve times during the year, and the 
attendance of members was as follows: 


In addition to the ordinary meeting of the Couneil, 
numerous subcommittee meetings were held, which dealt 
with: (i) formulation of our hospital policy, (ii) founding 
of our anatomy school, (iii) relation to friendly societies 
and lodges. 

The work of the Council during the year has been even 
more strenuous than ever as a result of the difficult times 
through which we are passing, and our special thanks are 
also due to Dr. J. Ainslie and Dr. H. Stewart, who were 
coopted with the special Hospital Policy Subcommittee. 


Rifles. 
I am pleased to be able to advise that the new rules 
_ which were passed at the general meeting of June 25, 
1932, were approved by the Supreme Court on December 
23 and have recently been issued to members in complete 


The thanks of the Branch are specially due to Dr. 
L. Le Souef, our Honorary Secretary, for his sustained 
efforts during the last eighteen months, as a result of 
which the Branch is now in the proud possession of an 
up-to-date and complete set of rules. 


Anatomy School. 

Accommodation for a dissecting room has been provided 
and suitably equipped in the Perth Hospital, and it is 
only necessary to have the notification published in the 
“Gazette” by the Commissioner of Public Health, and 
dissection may be commenced. Members desiring to enrol 
as dissectors should apply at once to Dr. H. Gray or 
Dr. J. Holland, who will make arrangements for the 
allocation of parts. 


7 District Medical Association. 

Great progress has been made with the development of 
the District Medical Associations throughout the country, 
and five are now in existence. These have been visited by 
delegates representing the Council at different times, as 
follows: Dr. K. Aberdeen at Yalgoo, and later on Dr. L. 
Le Souef at Geraldton, visited the Northern Districts 
Medical Association; Dr. D. Smith and Dr. Le Souef 
visited the Eastern Districts Medical Association at 
Northam; Dr. D. Smith, Dr. K. Aberdeen and Dr. L. 
Le Souef visited the South-Western Districts Medical 
Association at Bunbury. 

In the near future delegates from the Council are 
proceeding to Kalgoorlie to maintain personal touch with 
the Goldfields Districts Medical Association, and this will 
leave only the Great Southern Districts Medical Associa- 
tion still to be visited at Katanning. By means of these 


delegations a wider expression of country opinion has 


been made available, and a united attitude throughout the 
profession has been created in regard to workers’ com- 
pensation cases and all forms of contract practice. 

The delegates from five country associations will again 
meet the Council during post-graduate week next October. 


"North-West Medical Service. 
A scheme is under consideration by members of a sub- 
committee who are in contact with representatives of the 


Pastoralists’ Association and the Public Health + er 
ment, whereunder a “North-West Medical Service” 
operate in that part of the State which is situated co 
of the Tropic of Capricorn and which is very thinly 
populated. 

It is expected that this service will be under the control 
of an executive council, on which the State Government, 
the British Medical Association and the Pastoralists’ 
Association will be equally represented. 

The finances for this service will be raised from the 
Government and by a levy on the pastoralists and by a 
collection of fees for ordinary medical attendance. The 
pastoralists are to supply the necessary transport of the 
doctor to any sick person requiring him. 

The medical practitioners belonging to the service will 
receive a salary of approximately £800 per annum, with 
an appointment lasting from two to three years, in addition 
to being provided with residence, rent free. Further, they 
may receive fees for any surgical operation they may 
perform, or midwifery cases with which they have to deal. 

The service will be somewhat similar to that in opera- 
tion in the Northern Territory, being in reality a form 
of contract practice, specially suited to the area in question 
and offering greatly improved medical services to its 
people, with better remuneration to members of the 
profession concerned. 


Goldfields Medical Agreement. 

A new agreement between the local practitioners and the 
Hospital Committee at the Wiluna gold mine has been 
completed to the satisfaction of the parties concerned, and 
has. been signed, whereunder very much improved con- 
ditions have been obtained for the medical men concerned. 
It is hoped that this will serve as a model for future 
contract practice agreements throughout the goldfields, in 
order that a higher standard of medical practice may be 
assured. Similar agreements will be discussed by delegates 
in ee the Goldfields Medical Districts Association next 
month. 

This is a brief survey of the more important matters 
dealt with by the Council during the year which has 
passed; there remains the question of Hospital Policy, 
which I wish to deal with more fully as the subject of my 
presidential address. 


Selection of Officers. 

Under the new rule the selection of officers was carried 
out by preferential voting. Officers for the ensuing year 
are as follows: 

President: Dr. M. K. Moss. 

Past-President: Dr. Donald Smith. 

President-Elect: Dr. R. Crisp. 

Honorary Treasurer: Dr. F. L. Gill. 

Honorary Secretary: Dr. L. E. Le Souef. 

Members of Council: Dr. H. B. Gill, Dr. H. J. Gray and 

Dr. J. J. Holland. 


Induction of President. 
Dr. Donald Smith then inducted Dr. M. K. Moss as 


President for the ensuing twelve months. 


The Library. 

The library report was presented by Dr. J. Hislop and 
received. Dr. Hislop replied to questions raised and 
further outlined the library scheme for reorganization. 

After considerable discussion Dr. D. M. McWhae 
requested that the whole question of the library be 
considered by the next general meeting. 

Dr. J. P. Ainslie gave notice of motion that the Council 
be requested to raise the subscriptions per member by 
ten shillings per annum, this money to be devoted to 
library purposes. 


Medical Benevolent Fund. 

In the absence of the Honorary Secretary, Dr. G. B. 
Maitland, Dr. J. J. Holland delivered the report of the 
Medical Benevolent Fund, which was received and adopted. 
The retiring officers were reelected. 


| Meetings. Meetings. 
Dr. Atkinson .... 11 Dr. Holland ...... 10 
Dr. Crisp ........ Dr. Le Souef ..... 10 
Dr. F. Gill ...... 10 Dr. M. K. Moss... 11 
Dr. H. B. Gill ... 11 Dr. D. Smith .... 11 
Dr. Gray ........ il 
Federal Representatives: 
. Meetings. Meetings. 
Dr. Hadley ...... 6 Dr. Paton ........ 4 
form. 
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Post-Graduate Committee. : 
port of the Post-Graduate Committee was pre- 
A 


re 
‘sented by Dr. A. W. Farmer; it was received and adopted. 
G 


. G. Hielop and Dr. A. W. Farmer, the retiring 
mbers, were reelected to the Committee. 


NOMINATIONS AND ELECTIONS. 


Tur undermentioned have been nominated for election 
as members of the New South Wales Branch of the 
British Medical Association: 3 

English, James Cameron, M. B., B.S., 1931 (Univ. 
Sydney), Abbott Street, Gunnedah. 

Furner, Curzon Watkin, M. B., B.S., 1931 (Univ. 
Sydney), Newcastle Hospital, Newcastle. 


— 
— 


Correspondence. 


BIOLOGY AND ITS PLACE IN EDUCATION. 


Sm: It must be with great satisfaction that medical prac- 
titioners read the leading article in your issue of July 8 
advocating the teaching of biology in the schools. Those 
who desire to read the case as set out at length may be 
referred to the lectures on this subject by Professor 
Julian Huxley and the late Sir Arthur Thomson, which are 
a model of wealth and lucidity. Without some knowledge 
of the mechanism and principles of organization of the 
animal world how can anyone obtain a balanced outlook 
on social affairs? 

Those who take part in the campaign for the prevention 
of disease in the various public health movements have 
too often felt the difficulty of making the problems intel- 
ligible to those who are quite untrained in this respect. 
As soon as the surface is broken, the solution of the 
problems becomes so far-reaching that the audience fails 
to follow. We have urged the Department of Public 
Instruction to institute the study of elementary biology in 
all schools, suggesting that unless the child is taught 
something about the animal world, including himself, how 
can he be expected to take care of his own body? We have 
further urged that instruction in the nature and mode 
of prevention of all diseases should be given to all senior 
students. 

Long since the late Sir Horace Plunket, in a fascinating 
work entitled “The Rural Life Problem in the United 
States”, ascribed the artificial political outlook in cities to 
the fact that few city dwellers understood fully any one 
business. They see only a little piece of one process. On 
the other hand, the country dweller does understand one 
business from start to finish, and consequently takes a 
broader view (even if simple) of human affairs. But is 
there not a further explanation? The problem of the 
farmer or pastoralist is essentially one of applied biology. 
He knows that unless he follows a defined procedure with 
the living things he handles, disaster is certain, and that 
no government and no amount of political eloquence can 
save him. 

If the medical profession will support the appeal made 
with the great influence they can exert, we may do much 
to place social organization on a more healthy and stable 
basis. 

As you have indicated, no one advocates an exclusive 
education in biology, but many people agree that a place 
in the curriculum must be found for it. 

as Yours, etc., 
James W. BARRETT, 
President, Australian Association for 
Fighting Venereal Disease (Victorian 
Branch), and Vice-President, Health 
Association of Australasia (Victorian 
Branch). 

103-105, Collins Street, 

Melbourne, 
July 10, 1933. 


TONSILLECTOMY. 


Sm: I have read with some interest Dr. Bettington’s 
paper on “Indications and End Results of Tonsillectomy” 
in the June 17 issue of your journal. He has given us 
a very complete exposition .of views as are generally 
expressed and believed. I would like to trespass on your 
valuable space in expressing a few views which may put 
a slightly different aspect on the matter. During the 
last fifteen years several diligent workers have been trying 
to impress upon the medical profession that most of the 
diseases they are called upon to treat are due to some 
form of streptococcal infection. By now this is more or 
less generally accepted. We have fully realized that to be 
infected with either tubercle or syphilis is not a desirable 
thing, and go to some trouble to try and eradicate it. 
Unfortunately, at present, we have not yet taken up the 
same attitude with regard to the streptococcus. Why? 
It is difficult to understand, as our hospitals are filled to 
overflowing with the results of its invasion. The strepto- 
coccus has two methods of gaining entrance: one through 
an abrasion of surface, the other through what is now 
understood as a focal infection, in other words, a breeding 
ground. Unfortunately nearly the whole world has become 
infected by the streptococcus, it being passed from parents 
to children at a very early age, where it finds a suitable 
culture bed in the tonsillar and post-pharyngeal lymphoid 
tissues. Its multiplication in these areas and necessary 
evolution of toxins cause hyperplasia of the surrounding 
tissues, and in time direct invasion takes place. This may 
go on for many years and the body still be able to 
combat this invasion, but a time comes sooner or later 
when much valuable tissue is being destroyed and our 
resources sadly depleted. As the blood stream reaches 
most of our body tissues, so can the organisms be carried 
to them, and the only limit to the diseases brought about 
by this invasion is the number of tissues so invaded. It 
does not matter what form of streptococcus or other 
organism it is, the principle remains the same. It does 
not matter at what point they are gaining entrance, 
whether it is tonsil, gums, sinuses et cetera. For people 
to make statistics of the results of the cure of rheumatic 
fever after tonsillectomy is ridiculous in the extreme, 
because it is quite unusual to find a single point of entry. 
If they could grasp the idea that it is not so much a 
diseased tonsil they are removing as a breeding ground 
and point of entrance for the organism, there would be 
less of these statistics. The other vital point to grasp 
is that the organism does not multiply after invasion has 
taken place, except in such cases as malignant endo- 
carditis et cetera. We must give up talking about toxic 
absorption and realize it is an actual invasion of the 
organism. Instead of talking about diseased tonsils, we 
must look upon them simply as incubating chambers, of 
which the tonsils are only two. Once the body has begun 
to be invaded, there is nothing that can be of any lasting 
value but eradication of these incubation chambers, and 
this must be the chief line of treatment for at least 75% 
of the diseases that assail mankind. All this is very plain 


and against which there can be no argument. 


We have now to ask ourselves, in the face of being 
perfectly aware that these organisms are producing all 
this wreckage of bodies, whether we are going to wait 
till our patients are well and truly damaged before we 
take a hand and put a stop to this invasion or not? The 
lay people have a considerable amount of intelligence 
and are beginning to take stock of us medical men as 


‘a whole, and are not very impressed with the amount of 


brains we at times display. The matter is extremely 
simple. If in doubt, take a culture. If virulent organisms 
are found, it is up to us to decide whether or not it is 
going to be a profitable pastime incubating them at the 
expense of one’s health or removing the incubating 
chamber. The same point applies whether the body is 
already wrecked or not. It has been clearly demonstrated 
that there is no satisfactory and permanent method of 
freeing the tonsils of their infection, except removal 
by some method, but doing that and leaving other foci 
undealt with is futile. We have constantly to bear in 
mind that with the removal of the focus invasion auto- 
matically ceases and improvement begins. Often this is 
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most dramatic, so why delay? I have for many years, 
been urging that goftre can be cured by this 9 up 
process. Before Dunhill left Australia I begged him to 
give it a trial, yet it has taken-at least fifteen years 
before he has been convinced. In rheumatic fever we have 
an. invasion of the blood stream, in which the organisms 
have, for the time being, the power of multiplication, but 
is eventually overcome by the defence mechanism of the 
body. In many cases of chronic infection the organisms in 
time establish themselves in the caecum, where they 
continue to invade the body and are responsible for 
certain cases of rheumatoid arthritis, pyelitis and gall- 
bladder infections. Good work is being done in this 
direction by washing out the caecum and implanting 
acidophilus bacilli. Ten years ago I pointed out that all 
tonsils in adults were infected, because they atrophy away 
if not so. We are within visible reach of being able to 
clean up and rid humanity of the 75% of diseases assailing 
it, by a clear understanding of these principles. In spite 
of all this disease and misery, we still live to three score 
years and ten. What would our lives be without it? These 
facts are so palpably clear and true, they brook no denial. 
No man has a right to say a tonsil is harmless until he 
has taken a culture from it, If he finds virulent organisms 
he has no right to endanger his patient’s life by allowing 
them to continue breeding there, or pointing out the 
danger incurred 
, Yours, etc., 

Sypney Pern. 

12, Collins Street, 
Melbourne. 85 
Undated. 


— 


ENDEMIC TYPHUS. 


Sm: In your issue of June 24, 1933, Dr. Lawton, Dr. 

Murray and Dr. Bryce report a case as endemic typhus, 
and credit Penfold and Corkill with reporting the first case 
in, Victoria. 

We would like to mention that this first case was only 
reported as typhus-like“. The serum of the patient 
agglutinated Bacillus proteus X19 in high dilution, but 
Penfold and Corkill were not satisfied that this, together 
with the clinical evidence, was sufficient to enable a more 
definite diagnosis than “a typhus-like disease” to be made. 

Accordingly the serum of the .patient was sent to W. J. 
Wilson, of Belfast, who first pointed out the frequency and 
importance of heterologous agglutinins in typhus. He was 


asked to examine it further and give an opinion on it. He 


was unable at the time fully to carry out the request, but 
he confirmed the + agglutination with Bacillus proteus X 19 
and forwarded the serum to Dr. Felix, who was then 
working on the subject at the Lister Institute. Dr. Felix 
reported that in his opinion the serum did not come from 
a genuine case of. typhus. He reported his findings by 
letter to the Baker Institute, and his verdict was incor- 
porated in the annual report of the institute, 1928-1929, 
page 18. He also dealt with the subject in the Journal of 
Hygiene, 1931, page 239, but both of these references may 
have escaped the notice of Dr. Lawton and his co-workers. 
Dr. Felix holds that before agglutination of the strain 
Bacillus proteus X 19 can be as diagnostic of 
typhus, the agglutination must be of the O type. He claims 
for this type a high degree of specificity. Apparently one 
O type of Bacillus proteus X19 is insufficient to enable 
the worker to detect all cases of typhus. Rural typhus 
of Malay, for example, requires a second type of O strain 
of: Bacillus proteus X 19, 

Strain U* (Wilson) has also been used for the detection 
of typhus sera, but Felix has not found it universally 
efficient! Whether strains may be selected from it that 
will react with those types of typhus that have not reacted 
so far, must be left to the future to decide. 

The report of Dr. Lawton and his co-workers does not 
mention whether it was O strains that were used in the 
agglutination work, nor do they describe the type of 


A good deal of disputation has occurred in recent years 
on agglutination in typhus, and the matter is not yet 
entirely clear. It seems to us that an effort should be 
made in Australia to transmit the local disease to guinea- 
pigs and monkeys, and then ascertain whether the 
recovered animals so treated are really immune to the 
severe disease of the old world or not. Dr. Lawton and 
his co-workers do not describe any animal tests in their 


per. 

We would like to mention two cases that have been 
investigated by us. In both cases flagellar agglutinins 
were present in the patients’ sera for Bacillus proteus X 19, 
and in one case a low concentration of somatic (0) 
agglutinin was also detected. On further investigation 
the first case was shown to be suffering from a Bacillus 
proteus bacteriemia, while Bacillus proteus was recovered 
from the urine of the second patient. The blood from 
each of these cases was injected into three guinea-pigs, 
while a similar number of control animals received injec- 
tions of normal blood. The temperatures of all were 
taken for fourteen days, but the typical fever of the 
typhus-infected guinea-pig was not obtained in any of the 
six animals receiving blood from the cases under 
examination. We admit that observation of the tempera- 
tures for three weeks would have been advisable. 

If Dr. Bryce would amplify her report and state whether 
the strains used were O strains or not, and also describe 
fully the type of agglutination, the reader would obtain a 
better idea of the nature of the case. i 

Yours, etc., 
~ JAS. PENFOLD. 
Hitprep M. BUTLER. 
The Thomas Baker, Alice Baker and 
Eleanor Shaw Medical Research Institute, 
The Alfred Hospital, 
Melbourne, 
July 11, 1933. 


PRESCRIPTIONS ACCORDING TO THE NEW 
PHARMACOPGSIA. 


Str: In the many articles written regarding the altera- 
tions contained in the new pharmacopeia, I have seen no 
mention of the changes to be effected in prescription 
writing. If the strong recommendations contained in the 
pharmacopeia be adopted, as they should be, the old 
picturesque prescription will vanish and, instead, a more 
simple and, one is fain to admit, a more legible form 
will take its place. In the 1914 edition it was urged that 
the drachm (3) and the ounce (3) symbols be abolished. 
This recommendation is repeated and the use of the term 
drachm is discountenanced altogether, as it is employed to 
indicate 60 minims or 60 grains or the one-eighth part of 
an ounce (avoirdupois). As this ounce contains 437-5 
grains, one-eighth part of it is only about 547 grains. 
The pharmacopeia urges that, in measurements of mass, 
only grains (gr.) and ounces (oz.) be used and, in 
measurements of capacity, only minims (m.) and fluid 
ounces (fl. oz.). It is further advised that Arabic figures 
and not Roman be used. The incorporation of Arabic 
numerals in a Latin composition may seem incongruous, 
but experience shows that legibility will be enhanced. 


A prescription previously written thus: 


Ammon. Carb. 3j (or 31) 
Vin. Ipecac. 3ij (or 311) 
Tr. Camph. Co. 3jss (or Jiss) 
Eztr. Glycyrrh. Liq. 31 (or 3i) 
Inf. Senege ad $viij (or Zviii) 
will now read: 
R 
Ammon. Curb. gr. 60 
Tinct. Ipecac. m. 120 
Tinct. Opii Camph. fl. oz. 13 
Extr. Glycyrrh. Lig. fl. oz. 1 
Inf. Senege ad fl. oz. 8. 
It should be noted that every word of a e 
title must begin with a capital. 
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agglutination that occurred, so that from the detail given 5 
the significance of the bacteriological findings cannot be 
determined.. [See Felix and Rhodes (1931), Journal of 
Hygiene, page 227] 
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The official abbreviations have been changed in the new 
pharmacopeia, and in some instances the names of 
preparations have been altered. Tinctura Camphore 
Composita becomes Tinctura Opii Camphorata, and Vinum 
Ipecacuanhe becomes Tinctura Ipecacuanhe. The infusions 
now are either fresh (recens) or concentrated. If the 
prescriber does not indicate which he requires, the phar- 
macist may dispense either the fresh infusion or the 
concentrated, diluted to one in eight. There is no con- 
centrated infusion of digitalis, only Infuswm . Digitalis 
Recens. 

capital G. indicates grammes as distinct from gr. indicating 
grains. Here, however, strictly to comply with the law, 
all prescriptions in the metric system should be trans- 
lated into the imperial system before being dispensed. All 
weights and measures used in dispensing must be stamped 
by the Weights and Measures Department in accordance 
with the Weights and Measures Act. Metric weights and 
measures are not recognized by the Act and will not be 
stamped by the department. Possibly the necessary 
standards are not available. If a pharmacist were detected 
using metric system weights and measures, such might be 
confiscated and a penalty inflicted. . 

Yours, etc., 
Joun MAcPHERSON, 


Lecturer in Materia Medica, 
University of Sydney. 
July 12, 1933. 


Dbituarp. 


CHARLES HENRY MAHER. 


We regret to announce the death of Dr. Charles Henry 
Maher, which occurred on July 25, 1933, at Sydney, New 
South Wales. 


JOSEPH COOKE VERCO. 


We regret to announce the death of Sir Joseph Cooke 


— 
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Books Received. 


IENCES OF A “DINKI DI” R. RC. NURSE, by G. F. 
Moberly, R. R. C.; 1933. Australia: 
Publishing Company, Limited. Royal 8vo., pp. 120, wi 
illustrations. Price: 5s. 6d. net. 
PAPERS RELATING TO THE PITUITARY BODY, HYPO- 

S AN ARASYMP. Cc 

H. Cushing; 1 London: Bailliére, Tindall 
and Cox. per Royal Re 3 242, with 99 illustrations. 
Price 8. net. 


B. S., M.D. M. A., F. A. G. S. 
London: Bailii@re, Tindali 
and rs Royal 8vo., pp. 194, with 108 illustrations. 
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Sovurm Wates: Medical Officers. 
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